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penaiipagane and reasonably, as the fields 
open to surgery have increased and widened 
and become more complicated, surgeons have 
become specialists. Even the general surgeon, al- 
though he may not know it and may not like to 
admit it, has been so encroached upon by proct- 
ologists, gynecologists, orthopedists, thoracic 
surgeons, brain surgeons, plastic surgeons, tu- 
mor surgeons, and vascular surgeons, he has be- 
come a specialist also. 

The whole process has been reasonable and, 
up to a point, healthy. My purpose in this paper 
is not to suggest that it be reversed ; that the so- 
called general surgeon take up thoracic surgery, 
or that the thoracic surgeon take over surgery of 
the spleen, the cardiac end of the stomach, or 
the kidney and the splanchnic nerves simply be- 
cause those areas are best exposed by incisions 
that enter the thorax as well as the abdomen. 

The purpose is to suggest that some basic 
training in thoracic surgery is as important to 
the so-called general surgeon as is a training in 
general surgery to the thoracic surgeon. The 
latter has been emphasized ; the former has been 
overlooked. There are a great many emergencies 
where it is essential that whatever surgeon is at 
hand open the chest, and there are many opera- 
tions in the upper abdomen and upper retroperi- 
toneal space that can best be performed through 
combined thoraco-abdominal incisions. 


However, opening the chest brings into the 
picture a whole group of problems in respiratory 
physiology and possible postoperative complica- 
tions, which are understood and easily met and 
handled by the thoracic surgeon, but which are 
foreign to the thinking of the abdominal sur- 
geon. In this paper, therefore, it is my purpose 
briefly to run over situations in which it is es- 
sential that the abdominal surgeon open the 
chest, to describe the incisions by which in these 
situations the chest can best be opened, and, 
most important of all, to describe the method 
of handling the problems in respiratory physi- 
ology which opening the chest brings into the 
picture and the method of preventing and han- 
dling postoperative complications peculiar to 
thoracic surgery. 

1, CARDIAC ARREST. At any time during 
any operation the heart may stop beating. When 
this happens it is essential that whoever is at 
hand open the chest immediately and start mas- 
saging the heart. This can best be done through 
an anterior incision through the 4th intercostal 
space. The incision extends in the direction of 
the ribs from the midsternum to the midaxillary 
line. The pleural cavity is entered through the 
4th intercostal space; the 4th and 5th cartilages 
are cut close to the sternum. Retraction can be 
by hand retractors or by the ordinary Balfour 
self-retaining retractor. 
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2. STAB WOUNDS OF THE HEART. The 
same incision is the one of choice for repairing 
stab wounds of the heart. Opening the pericardi- 
um entails some danger. It is easy to incise 
through it into the heart muscle. It can be 
opened most easily and safely by lifting it away 
from the heart with an unthreaded needle, mak- 
ing a small opening with the scissors just under 
the needle, and then extending this by cutting 
with one blade of the scissors inside the peri- 
cardium. Sutures in the heart muscle must be 
handled gently and tied relatively loosely. The 
heart muscle is a good deal like fresh Swiss 
cheese and sutures tied too tightly cut through 
it. 

3. THORACIC TRAUMA. Thoraco-abdom- 
inal gunshot wounds often can best be handled 
through thoraco-abdominal incisions which per- 
mit repair of both the abdominal and thoracic 
viscera and of the diaphragm. i 

Penetrating stab or gunshot wounds of the 
pleura and lung require immediate surgery only 
for persisting and threatening hemorrhage or for 
tension pneumothorax. Any sucking wound must 
be closed immediately. Serious bleeding from the 
lung or the intercostal arteries is rare. The in- 
ternal mammary artery, on the other hand, often 
bleeds seriously until ligated. Stab wounds close 
to the sternum frequently sever it. Dr. Hudson, 
one of my associates, recently successfully re- 
paired a superior vena cava which had been 
pierced by a bullet. 

Accumulations of blood in the pleural cavity, 
whether resulting from surgery, spontaneous he- 
mopneumothorax, or trauma, present an impor- 
tant problem. Usually bleeding stops spontane- 
ously and blood in the pleural cavity does not 
clot. In such cases, after a day or two, when dan- 
ger of restarting bleeding by re-expansion has 
passed, the blood can be ‘aspirated. When, how- 
ever, the blood clots and cannot be aspirated, 
something must be done about it lest the lung 
become permanently bound down and. crippled by 
the formation of a thick layer of organizing 
fibrin on the visceral pleura. During the first 
week the injection of streptokinase and strepto- 
dornase frequently will dissolve the clots so that 
the blood can be aspirated. If this fails, surgery 
is indicated for peeling the lung. The time of 
choice for this operation is four to six weeks 
after the injury. Too early operation makes 
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peeling difficult and too late operation makes it 
more difficult. This is not an emergency opera- 
tion and had best be turned over to a thoracic 
surgeon experienced in the technique. 


Traumatic pneumothorax requires emergency 
treatment only if it is large and progressive. 
Under these conditions it will cause dyspnea. 
It usually can be controlled and corrected by 
inserting a blunt retention needle into the chest 
and connecting it by a rubber tube to a water 
trap. If this does not control it, a catheter should 
be inserted into the pleural cavity through a 
cannula and this connected either with a water 
trap or a suction machine. Occasionally, even 
this is not sufficient, and operation is indicated. 
Dr. Hudson recently operated successfully upon 
a patient with a crushing injury where the right 
main bronchus had been severed completely. ‘The 
bronchus was sutured end to end and the pa- 
tient recovered. 

Traumatic subcutaneous emphysema is serious 
only if it reaches the subcutaneous tissues by way 
of the mediastinum. Usually it is a complica- 
tion of traumatic pneumothorax in which case 
the air escapes from the pleura through tears in 
the parietal pleura. This is easily and quickly 
controlled by the insertion of a catheter into the 
pleural cavity. Occasionally, however, even with- 
out pneumothorax, the lung is torn internally in 
which case air travels along the great vessels into 
the mediastinum. Such emphysema is often pro- 
gressive, the patient blowing up to an absurd 
extent. Pressure of the air in the mediastinum 
mounts and pressure on the great veins prevents 
return of blood to the heart. In such cases, im- 
mediate operation is imperative to relieve medi- 
astinal pressure. The chest should be opened, the 
mediastinal pleura widely incised, and the em- 
physema thus converted into a pneumothorax 
which can be controlled by an intrapleural cath- 
eter. 

Flail chest. Multiple anterior rib fractures 
can so mobilize the chest wall that the respira- 
tory movements of the mobilized segment move 
in a paradoxical manner. This interferes seri- 
ously with respiration and with the efficiency of 
cough and evacuation of secretions. Until re- 
cently the ‘treatment has been to stabilize the 
chest by binders and sandbags. This was usually 
unsatisfactory. Several years ago Dr. Hudson 
and Dr. McElvenny, confronted with such a 
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case, applied soft tissue traction by inserting 
multiple Steinman pins under the pectoral mus- 
cles and applying overhead traction. This worked. 
More recently Dr. Avery has used continuous 
mechanical positive pressure breathing through 
an intratracheal cannula inserted through a 
tracheotomy opening. This does away with all 
muscle pull and the positive pressure holds the 
chest wall out permitting healing of the ribs in 
a normal position. 

‘Tracheotomy to permit frequent aspiration of 
the tracheobronchial tree is life saving in severe 
chest injuries, particularly those associated with 
head injuries. Secretions must be evacuated and 
aspiration every hour or half-hour through a 
tracheotomy tube is a sure way of accomplishing 
this. In these cases, progressive waterlogging of 
the lung by retained secretions is the great 
danger. ry 

We come now to those operations of choice on 
the viscera of the upper abdomen which often, 
if not usually, can best be performed through 
combined thoraco-abdominal incisions. In this 
field the abdominal surgeon who has had basic 
training in the operative and postoperative han- 
dling of the open chest has a great advaniage. 

I shall not mention diaphragmatic hernia. 
This is best repaired through a thoracic incision 
and is properly in the field of thoracic surgery. 
The operation carries practically no mortality. 
When properly performed with good exposure, 
recurrences are rare. 

Splenectomy, pancreatectomy, total gastrect- 
omy, and in some cases nephrectomy and resec- 
tion of the splanchnic nerve become relatively 
easy operations when a thoraco-abdominal inci- 
sion is used. The classical incision for the upper 
abdomen extends from the posterior axillary 
line in the 7th intercostal space downward and 
forward across the costal arch and then either 
transversely across the rectus muscles or down- 
ward in the midline or over the left rectus. The 
costal arch is cut across, the pleural cavity is 
entered through the 7th intercostal space, the 
diaphragm is incised to and including the esoph- 
ageal hiatus, and rib spreaders are inserted. 
Through this incision the lower esophagus, the 
cardiac end of the stomach, the body and tail 
of the pancreas, and the spleen are completely 
exposed. 

For nephrectomy and operations on the 
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splanchnic sympathetic nerves the incision is 
posterior through the 11th rib or the 10th inter- 
costal space. Through this, the diaphragm is in- 
cised and the entire upper retroperitoneal space 
widely exposed. 

The real and truly important problems inci- 
dent to opening the thorax are much more spe- 
cific. They are not easily or quickly learned, but 
on them depends the survival of the patient. 
They concern: anesthesia, exposure, and post- 
operative care. 

Anesthesia must be intratracheal by a physi- 
cian anesthesiologist. It should be controlled and 
mechanical. To avoid any danger of cardiac ar- 
rest from hypoxia er hypercapnia the patient 
should be overventilated. 

The classical position of the patient is lateral 
or approaching somewhat the face-down position. 
The patient must be bolstered and strapped in 
the desired position. The classical posterior in- 
cision is from just lateral to the spine down- 
ward and forward to the midaxillary line in the 
direction of the ribs. The chest may be opened 
either through an intercostal space or through 
the bed of a resected rib. When the intercostal 
space is used it often is desirable to cut one or 
two ribs posteriorly close to the transverse proc- 
esses. When this is done or when a rib is re- 
sected, the intercostal nerves must be severed ; 
otherwise the stretching of the nerves incident 
to spreading the ribs may cause an intractable, 
persisting intercostal neuritis. At the close of 
the operation, the cut ribs should be pegged 
back together with intermedullary pegs. 

The classical anterior incision has already 
been shown. It extends from the sternum out- 
ward and upward to the midaxillary line in the 
direction of the ribs — in the third intercostal 
space for operations on the lung or mediastinum, 
through the fourth for operations on the heart. 

The pleural cavity should always be drained 
by one, two, or three tubes inserted through in- 
tercostal spaces. These should extend from the 
base of the pleural cavity to the apex where they 
should be lightly sutured to the parietal pleura. 
The posterior tube should have multiple holes, 
the lowest one just inside the chest; the anterior 
tube should have holes only at and close to its 
tip. While the patient is still on the operating 
table the tubes should be connected to a water 
trap lest he develop tension pneumothorax on 
the way to his room. 
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In the room, the tubes should be attached to 
a suction pump. An efficient pump that will 
produce ~high suction and will run indefinitely 
without heating is essential. Oxygen should be 
available and also a suction pump with catheter 
for aspirating the tracheobronchial tree. 

The problems are complete re-expansion of 
the lung, complete aspiration of air and fluid, 
and adequate evacuation of bronchial secretions. 
Expansion of the lung must be checked frequent- 
ly by X-rays. Patency of the tubes must be as- 
sured by frequent injections of small amounts 
of antibiotic solution. If X-ray shows that the 
lung has not completely expanded, either the 
tubes must be flushed and adjusted, another tube 
must be inserted, or the chest must be re-opened. 

The evacuation of bronchial secretions is a 
great and persisting problem. Thoracic incisions 
are so painful that to induce the patient to cough 
is difficult. He must be frightened and told that 
he will die if he does not cough. He must be sat 
up in bed and made to cough. Water must often 
be injected into his trachea to make him cough 
and usually his trachea and bronchi must be 
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Cancer surgery 

Age per se should not be an important de- 
termining factor in the decision regarding major 
excisional surgery for cancer in elderly patients. 
There is no incomplete operation for cancer. 
Either the growth should be excised entirely or 
nothing should be done unless there are acute 
obstructions which can be easily relieved with- 
out removal of the growths producing them. 
However, surgeons are now getting away from 
palliative, short-circuiting operations and are 
carrying out excisional procedures which relieve 
obstructions, even though distant extension of 
disease is not resectable — for example, exci- 
sions for obstructing gastric or colonic lesions 
in the presence of hepatic metastases. The at- 
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aspirated through a catheter directed into them 
or even through a bronchoscope. 

The postoperative problems incident to open- 
ing the chest are important and difficult. It is 
in this field that untrained abdominal surgeons 
most frequently fail and this failure is respon- 
sible for their high mortality. I would advise 
no one to enter the field without some training, 
without adequate equipment, or without trained 
assistants unless he is prepared to be in the hos- 
pital three or four times a day around the 
clock. When conditions are right, training ade- 
quate, and equipment and personnel available, 
thoracic surgery is extremely safe. 

In closing, I would repeat that training in 
the general principles of thoracic surgery should 
be part of the training of any abdominal sur- 
geon. It is as important as is training in gen- 
eral surgery for the thoracic surgeon. The ab- 
dominal surgeon who has such training will be 
able to deal intelligently with the emergencies 
of thoracic trauma and will be much more at 
ease in the upper abdomen and the upper retro- 
peritoneal space. 
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titude that the elderly cancer patient, whose life 
expectancy under normal circumstances is not 
very long, should be spared the risk of total ex- 
cision of the cancér, but subjected to short- 
circuiting operations if necessary, is becoming 
less tenable. It is not the age that constitutes 
poor surgical risk, but the extent of cardiore- 
novascular impairment. Individuals in advanced 
age groups often are more fit to withstand the 
strain of radical surgery than are persons young- 
er in chronologic age. There are exceptions but 
these are made for each individual situation 
and based upon judgment formulated by expe- 
rience. Alexander Brunschwig, M.D. Age of 
Patients in Relation to Radical Cancer Surgery. 
Geriatrics. Sept. 1956. 
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High Blood Pressure vs. 


Hypertensive Disease 


J. C. Lockwart, M.D., Peoria 


HE theme of this presentation is simple: 

We should make a clearer distinction be- 
tween high blood pressure and hypertensive vas- 
cular or cardiovascular disease. High blood pres- 
sure is common. Hypertensive vascular disease 
is far less common. High blood pressure is a 
threat to the individual primarily because he 
knows he has it and because he “knows it is bad.” 
Hypertensive vascular disease is a threat to the 
individual because it actually leads to death 
several years before the alloted life span is over. 
The confusion of the two is the responsibility of 
the medical profession and resolution of the 
confusion is our duty. 

Re-evaluation of basic concepts often is a re- 
warding process. Especially is this true when the 
superstructure of therapy has extended so rapid- 
ly it threatens the stability of the foundation of 
cause and effect. There are now available and in 
use many potent hypotensive drugs and surgical 
procedures. They all have powerful and fre- 
quently undesirable side effects, resulting either 
directly. or indirectly from their hypotensive 
action. Some are dangerous and even fatal, and 
sometimes the psychological import of their use 
results in an iatrogenic cripple. 

This brings up the question: Is treatment 
necessary? The first difficulty we encounter is 
in deciding whether an individual has high blood 
pressure. Recent compilations have assured us 
that blood pressure varies with age, »° sex and 
weight. Among all the variables, all agree that 
a diastolic pressure of 110 or over is abnormally 
high. Mathiesen of Oslo? has reported normal 
mortality statistics for those whose diastolic 
pressure falls below 95, either with rest or medi- 
cation. East and Bain*® consider 160 the top 
limit of normal systolic pressure, while Evans* 
is much more lenient and allows 180 systolic 
and 110 diastolic before hypertension begins. 





Presented before the Section on Cardiovascular Dis- 
ease, the Annual Meeting of the Ill. State Med. Soc., 
Chicago, May 15, 1956. 


for March, 1957 


Pickering® believes there is no definite dividing 
line between normal and pathological blood 
pressure levels. 

A valiant attempt to clarify the situation has 
been made by Master and associates‘ and I 
would commend his excellent article for your 
consideration. They have concluded that a man 
20 years old may be considered to have normal 
blood pressure up to 140 systolic and 88 diastolic. 
He is hypertensive when the systolic is over 
150 or diastolic, over 95. Between 140 and 150 
systolic and between 88 and 95 diastolic is the 
borderline area, the significance of which can be 
determined only after repeated and careful ex- 
aminations. When this man is 40, he may legiti- 
mately have a systolic blood pressure up to 146 
and a diastolic up to 94 and still be within nor- 
mal limits. Hypertension for this man of 40 
begins with a systolic of 158 or diastolic of 100. 
At the age of 60 he has even more latitude: 
normality extends to 165 systolic and 100 dias- 
tolic, and hypertension does not begin until his 
blood pressure remains at 180 systolic or 110 
diastolic. 

Not only does blood pressure vary with age, 
but it varies with sex and weight. Height seems 
not to have any influence. Hypertension is 
found to be two times as frequent in females.® 
Master? found that blood pressures in women 
are higher than those given for men in age 
groups after 20. There is a correlation between 
obesity and elevated blood pressure, and there 
is evidence that elimination of excess weight 
alone may reduce a previously high blood pres- 
sure to normal. 

The normal, or ideal, blood pressure therefore 
is non-existent. Consideration must be given to 
age, sex, weight, the conditions under which the 
blood pressure is determined, and the constancy 
of the values. 


Having decided that our individual patient 
does have high blood. pressure, we are faced with 
the next important decision: Is treatment nec- 
essary? In order to answer that we need to know 
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what that high blood pressure means. What will 
it do to him? Again, we receive a shock. No one 


can tell us what to expect in an individual who | 


has high blood pressure and nothing more. We 
simply do not know his life history. In a gen- 
eral way, we are told that the average age at 
death of a large group of hypertensive individ- 
uals will be younger than that of a similar large 
group without hypertension. Wakefield’! has 
found that women may live in harmony with 
their high blood pressure for 30 to 50 years, and 
that they tend to maintain the same hyperten- 
sive levels throughout the seventh, eighth, and 
ninth decades regardless of treatment. Kyser’ 
has also noted the benign nature of hypertension 
in elderly people and recommends reassurance 
as the most beneficial treatment. Bechgaardt,** 
in a most excellent review of over 1,000 hyper- 
tensives found that after 10 to 12 years one-half 
were in good health and that one-fourth were 
without symptoms. 

In contrast to generalizations about large 
groups, we know more about each individual. 
We know his past history, present physical state, 
symptoms, whether there is evidence of cerebral, 
cardiac, or renal abnormality, and the appear- 
ance of his retinal arterioles. On the basis of 
this detailed information, differentiation must 
be made between a simple elevation of blood 
pressure and hypertensive disease. The former is 
without specific meaning and forecasts nothing. 
The latter is a progressive disease leading to the 
death of the patient at an abnormally early age 
from cerebral, cardiac, or renal complications. 
Gold? has emphasized that “hypertension does 
not label a disease but a number of diseases with 
different life histories and different causes.” 

With the possible exception of congestive fail- 
ure, so-called complications of hypertension are 
the results of degenerative changes in the blood 
vessels.*. It is for this reason that we have been 
urged to shift our emphasis from the level of 
the blood pressure to the behavior of the blood 
vessel walls. That the two processes-high blood 
pressure and arteriosclerosis — often co-exist is 
good enough reason to look for one when the 
other is present, but it is hardly sound enough 
reason to label one as cause and the other effect. 
Martin of France® and Griffith’? are among 
those who now label cerebrovascular accidents, 


corofiary heart disease, and nephrosclerosis 
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among the end results of degenerative vascular 
disease and not of hypertension. Master? has 
said that hypertension has no prognostic sig- 
nificance in coronary heart disease. There is 
doubt that hypertension can be regarded as a 
cause of coronary heart disease. Sigler®, investi- 
gating a series of his patients, found that while 
hypertension was twice as common in the wom- 
en, coronary heart disease was four times as 
common in men. He rightly draws attention to 
the soft, smooth walled coronary arteries fre- 
quently seen in the hypertrophied heart of hy- 
pertensive heart failure. Wakefield’ says that 
the level of blood pressure did not influence the 
angina of his elderly women. Even those dread- 
ful symptoms of hypertension that used to be 
the excuse for any kind of therapy are now de- 
nied to be du. to the high blood pressure, and 
are ascribed to tension and anxiety. Wood, of 
London’s Heart Hospital,’ stated there are no 
symptoms of uncomplicated hypertension, and 
that the complications were the result of vascular 
disease and not of hypertension. 

What then is hypertensive vascular disease? 
It is a disease manifested by a constantly ele- 
vated blood pressure and the appearance and 
progression of degenerative changes in the small- 
er arteries. Whether these factors are due one 
to another, or to a third factor, we do not know. 
It is seen primarily in young people. It may 
have a rapid and acute course with diastolic 
blood pressure always in excess of 120, in which 
case we eall it malignant hypertension. It may 
have a relatively benign and slow course, and 
then we wonder if it is the same disease. 

High blood pressure of itself is not a disease 
and needs no treatment except reassurance for 
those who know of it, and failure to tell the oth- 
ers of its presence. Hypertension with arteriolar 
damage is hypertensive vascular disease; called 
essential if no cause is found. Treatment depends 
on rapidity of progression, age, and presence of 
complications. Those with a slowly progressive 
course and long periods of stability cannot be 
successfully treated. The elderly patient almost 
always will have the benign form, does not need 
treatment and usually does not respond to it. 
Those with ‘cardiovascular and coronary heart 
disease often do not tolerate hypotensive agents, 
the use of which may result in intensification of 
symptoms or the appearance of fresh vascular 
accidents. 
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‘ SUMMARY 
High blood pressure must be determined in 


each individual according to his own character- 
istics. High blood pressure is not a disease of it- 
self. If high blood pressure is associated with 
degenerative vascular disease there may be in- 
creased mortality. In young individuals with 
progressive disease, treatment may be desirable. 


REFERENCES 

. Master, Arthur M. et al: Normal Blood Pressure Range 
and its Clinical Implications, J.A.M.A., 143:1464, 1950. 

2. Foreign Letters - Norway: Essential Hypertension, 
J.A.M.A., 156:1007, 1954. 

. East, T. & Bain, C. (Reported by Master): Recent Ad- 
vances in Cardiology, ed. 4, Philadelphia, Blakiston, 1948, 
J.A.M.A., 143:1469, 1950. 

4. Evans, W. (Reported by Master): Cardiology, N.Y., 

Hoeber, 1948, J.A.M.A., 143:1469, 1950. 


nw 


q€<< 


Ecology 

Ecology is the relationship between various 
living organisms in an environment and of their 
reactions to their animate and inanimate sur- 
roundings. Human ecology is the study of the 
whole man’s habits and modes of life and his 
relations with his surroundings. Ecology denotes 
the close relationship between all living things 
and in considering the definition for infection 
we find that the host-parasite relationship is an 
ecologic phenomenon. Now, the host-parasite re- 
lationship may result in apparent or subclinical 
infection, apparent or clinically recognizable in- 
fection (disease), and death. As medically 
trained individuals, we have looked upon the 
disease and death components of infection as 
particularly undesirable. Actually, the host- 
parasite relationship results in disease and death 
only occasionally and the factor of inapparent 
infection is, by and large, more important for 
in this situation, the adjustment of host and 
parasite has not been inimical, but valuable. 
Nearly always, inapparent infection results in 
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protection of the human host against severe dis- 
ease or death. In thinking of certain wild ani- 
mals, predation is called to mind, a preying of 
one animal upon another. This can hardly be 
stated of the host-parasite relationship. How- 
ever, it is an example of parasitism, for the 
word “infection” in the equation — infection 
equals host plus parasite plus environment. 
Looking upon parasitism or infection from the 
standpoint of the parasite, it must be immediate- 
ly obvious that survival of the parasite is de- 
pendent upon the well being of the host. If the 
host is critically ill, it will be to the detriment 
of the parasite; and if the host dies the para- 
site will likely die. Thus, in terms of the para- 
site, disease and death are evidences of a bun- 
gling parasitism. The relationship which is op- 
timal to both host and parasite is commensalism 
— a mutual but almost inconsequential associ- 
ation between a parasite and its host. F. H. Top, 
M.D. The Changing Character of Infections as 
the Result of the Era of Chemotherapy. Minne- 
sota Med. Oct. 1956. 
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The Hemorrhage Problem 
in Otolaryngology 


WituraM H. Wess, M.D.; SPRINGFIELD 


5 haraen mechanism and management of hemor- 

rhage in the field of otolaryngology has not 
been a well defined and satisfactorily organized 
area in our field of practice. It is also not uncom- 
mon. My own practice in a comparatively small 
central Illinois town has put me to several severe 
tests during the past five years. Although there 
have been no fatalities, Providence was most 
kind on at least two occasions. In addition to the 
bleeding problems of my own cases, I have fre- 
quent consultations regarding postoperative 
problems of bleeding because I practice as a spe- 
cialist in a small city of a rural area. A large 
traumatic service, consisting mostly of cases re- 
sulting from automobile accidents with injuries 
of the face, jaws, and neck, contributes another 
group with extreme bleeding complications. Also 
’ among a group of referred patients for broncho- 
esophagological work there are a_ significant 
number of idiopathic pulmonary or esophageal 
hemorrhage cases. 

Altogether, bleeding problems, either preoper- 
ative, postoperative, or posttraumatic are quite 
common in our field and if they prove severe 
enough, are brought to the attention of the ENT 


specialist. In many instances, these bleeding | 


problems are only of nuisance character but even 
so the busy practitioner often finds it difficult to 
‘afford them the necessary time from a day that 
is already too full of commitments. For these 
reasons an attempt is made to organize a pro- 
gram for their management. A list of some of the 
most frequently encountered problems is as 
follows: 
Kar: 
a. Cutaneous bleeding from the temporal 
area. 
b. Hematoma formation of the auricle and 
reformation »fter aspiration. 
Nose: 
a. Polypectomy - ethmoid or antral mucosa 
bleeding. 


From the Depts. of Otolaryngology & Pathology, 
St. John’s Hospital, Springfield, Illinois. 
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b. SMR - mucosal bleeding from tear over 
spur. 

c. Nasal fracture work - anterior ethmoidal 
bleeders. 

d. Tumor - bleeding carcinoma of the an- 
trum. 


Nasopharynx: 
a. Adenoid - postoperative bleeding. 
b. Mixed tumor of nasopharynx. 
ce. Trauma - pyramidal maxillary fractures 
with bleeding from paravertebral area. 


Pharynx: 
a. Tonsil - postoperative bleeding. 
b. Tongue - hemiglossectomy with posterior 
bleeding. 
ce. Trauma - perforating mandibular frac- 
tures. 


Bronchoesophagological : 

a. Idiopathic pulmonary bleeding - varix. 
b. Esophageal - varix, ulcer, or trauma. 

In many instances, bleeding following opera- 
tions on the nasal passages or pharynx has been a 
real nuisance. No paper on postoperative bleed- 
ing could be written without some mention be- 
ing made of measures taken preoperatively ‘to 
disclose the probability of operative or postop- 
erative bleeding and to prevent its occurrence 
when possible. This brings us immediately to the 
problem of the efficacy of laboratory tests in 
ferreting out bleeding problems before opera- 
tions. In the past, and very much in the present, 
much blind reliance has been placed on bleeding 
and clotting time tests in the hope that they will 
accomplish the above. The great majority of 
cases of postoperative hemorrhrage in ENT sur- 
gery results from causes other than blood dys- 
crasias. In spite of the fact that blood dyscrasias 
as causes of hemorrhage are unusual in this field, 
it is still necessary to guard against them. Fur- 
thermore, if you do have a blood dyscrasia case, 
i.e. trauma, you should be prepared to diagnosis 
it quickly and treat it specifically. 

What is the best method of screening so that 
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one may feel safe and at the same time, not carry 
out unnecessary procedures? The best safeguards 
are a good history and a careful examination of 
the blood smear. A well taken history should 
detect episodes of bleeding of either the hemo- 
philiac or purpuric type. A good examination of 
the blood smear well reveal anemia, leukocyte 
change, and thrombocytopenia. It also will re- 
veal an early leukemia and early leukemia is the 
most common blood dyscrasia which causes post- 
operative bleeding. 


This type of examination and preoperative 
preparation is much more valuable than placing 
blind reliance on the bleeding and clotting time. 
The clotting time is abnormal in only two types 
of bleeding and both are rare. These are hemo- 
philia or hemophiloid states and hypoprothrom- 
binemia. A careful history should bring these to 
light. What is more, either of these conditions 
may exist without a prolonged clotting time. For 
practical purposes, the examination of the blood 
smear will give you the same information gained 
from the bleeding time test, for bleeding time 
is proportioned to the number of platelets pres- 
ent. With only rare exceptions does one find a 
prolonged bleeding time’ without finding a con- 
comitant lowering of the platelet count. There- 
fore, the blood smear will give you the informa- 
tion wanted and it has fewer pitfalls than the 
bleeding time. It seems obvious from the above 
that the common practice of doing red, white, 
and hemoglobin determinations but leaving out 
the blood smear is omitting the most important 
single examination. 


What do you do when there is a history of 
bleeding? Here, a simplified yet careful study 
of the clotting mechanism must be done. This 
can be initiated by performing the plasma clot- 
ting time and prothrombin time. The platelet 
count may be omitted for it has already been ob- 
served in the blood smear. The use of the plasma 
clotting time and the prothrombin time together 
must be emphasized. The reason for this is that 
when both are normal, there is no defect in any 
of the hemophiliac factors nor in the platelet or 
the prothrombin factors including the stable and 
labile factors. In other words, there is no defect 
in the coagulative mechanism. This does not 
exclude the types of bleeding due to capillary 
fragility (Osler-Weber) but these should be 
picked up in the history. 
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If the plasma clotting time is prolonged and 
the platelet count and the prothrombin time are 
normal, then the defect is in one of the hemo- 
philiac factors (antihemophiliae globulin, 
plasma thromboplastin component, or plasma 
thromboplastin antecedent). If the plasma clot- 
ting time is prolonged but the platelet count very 
low and the prothrombin time normal you are 
dealing with potential thrombopenic bleeding. If 
both the plasma clotting time and the prothrom- 
bin time are prolonged and the platelet count is 
normal, then the defect most commonly is in the 
stable factor. But it can be of the labile factor, 
fibrinogenemia, or a true hypoprothrombinemia. 
These are extremely rare. All of these can be 
identified by additional specific procedures under 
the guidance of physicians trained in the labora- 
tory aspects of the clotting mechanism. Below 
you will find an outline of the laboratory tests 
which gives you this information. 


Plasma Clotting Time 

Fresh 

Normal Aged Absorbed Normal 
Plasma Plasma Plasma Serum 


Anti- ‘ 
hemo- 
glob. pos. neg. pos. neg. 
Plasma 
thrombo- 
comp. pos. pos. neg. pos. 
Plasma- 
thrombo 
add. pos. pos. pos. pos. 
Prothrombin Time 
Dicoum- Normal Aged Absorbed 
arol 
Serum Serum Serum Serum 
Labile neg. pos. pos. neg. 
Stable pos. neg. neg. pos. 


It can thus be said that a careful history, to- 
gether with a careful examination ofthe blood 
smear is the safest procedure that can be carried 
out prior to surgery and that when the history 
indicates a bleeding tendency, a survey of the 
clotting mechanism is in order. If you are con- 
fronted with a history of bleeding and an ab- 
sence of any defect in the clotting mechanism 
then you must be dealing with one of the forms 
of vascular purpura. 


The following is an outline of the most re- 
cently’ accepted theory of blood coagulation 
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which might help you to understand the previous 
discussion. 
Platelets : 
Thromboplastinogen 
a. Antihemophiliac Globulin 
b. Plasma Thromboplastin Antecedent 
c. Plasma Thromboplastin Component 
Thromboplastin 
Co-factors 1. Labile 
2. Stable 
Prothrobin 
Thrombin 
Fibronogen 
Fibrin 
Clot 
Therefore : 
1. History 
2. Platelet count and blood smear 
3. Prothrombin time (Quick) 
4. Plasma clotting time 
Tells whether or not you have a blood dys- 
crasia : 
. Purpura (thrombocytopenia) 
. Occult leukemia ; 
. Capillary fragility (Osler-Weber) 
. Hemophilia 
. Hypoprothrombinemia 
6. Hypofibrinoginemia 
Any approach to a_ postoperative bleeding 
problem will depend upon the history, the site of 
bleeding, the condition of the patient, and any 
antecedent disease or injury that might bear up- 
on the problem. A short talk with a responsible 
member of the patient’s family will bring to 
light any previous bleeding episodes or purpuric 
tendencies. A careful look at the blood smear 
will reveal any occult leukemia or platelet defi- 
ciency. 
If one finds a blood dyscrasia, the hest early 
treatment is: 
1. Hemophilia - transfuse fresh whole blood, 
pack with Oxycel.® 
. Leukemia - fresh whole blood. 
. Hypoprothrombinemia - Vitamin K 
. Hypofibringoinemia - fibrinogen 
. Purpura --fresh whole blood 
. Capillary fragility - bioflavinoids - ? Rutin 
The above discussion and outline covers the 
management of bleeding because of a blood 
dyscrasia including the preoperative and post- 
operative procedures. There still remains the 
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postoperative bleeding problem which is not the 
result of a defect in the blood clotting mecha- 
nism. 


I have often thought that it would be helpful 
to have at hand a prepared list of all the meas- 
ures by which one might attack a postoperative 
hemorrhage problem. I think, too, these things 
should be listed in an orderly fashion so that 
those which have been proved to be of greater 
value can be done first and so on down the line. 
One could then go about controlling postopera- 
tive hemorrhage in a more orderly fashion. No 
criticism is meant of those who rely on trans- 
fusions to control hemorrhage; rather, this is an 
attempt to formulate a more systematic and 
scientific approach to the problem. There is 
much divergence of opinion regarding the rela- 
tive values of vitamin K, calcium, vitamin C, 
adrenochrome, Premarin,® whole blood, plasma, 
and sedation in the control of hemorrhage. In 
the face of a severe hemorrhage one must act 
and many of us are often guilty of using shot- 
gun therapy and on occasion use all of the above 
agents on the same case. Is there a better way 
of handling these problems? Perhaps not. But 
I have found that by following the listing be- 
low, I have had more success and more peace 
of mind in the knowledge that I am approach- 
ing the problem in a more logical fashion. 

1. Get a good short history of previous bleed- 

ing problems and check a blood smear. 

2. Check the prothrombin and plasma clotting 

time. 

3. Use tight, precise local pressure. 

4, Use precise astringents if at all possible. 
. Turn to your physiologic aids in the order 

of their proved importance. 

6. Transfuse early if necessary. 

7. Sedate mildly. : 

8. Interrupt the vascular supply only if the 

above fails. 

There are few bleeding points in our field that 
are not accessible to some sort of pressure pack- 
ing. The important thing here is to get the 
packing placed in a precise fashion, pack 
tightly, and maintain tight packs. At this point 
we must give some thought to the use of oxidized 
cellulose. In this case, hemostasis depends upon 
the marked affinity of cellulosic acid for hemo- 
globin. When Oxycel is exposed to blood it 
forms a soft gelatinous mass which adapts itself 
to the contours of irregular surfaces and con- 
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trols hemorrhage by acting as a cork in the 
wound, Since hemorrhage can be controlled only 
by causing a clot to form in the mouth of a ves- 
sel, pressure should be used in conjunction with 
Oxycel to facilitate the sealing of the mouths of 
bleeding vessels. Oxycel does not enter into the 
physiologic clotting mechanism but instead 
forms an artificial clot. It is, therefore, of some 
use in hemophilia. There is a variance of opin- 
ion regarding how long one should keep a pack 
in place. My experience has been limited but 
my training on this matter is that any antral, 
nasal, or postnasal pack can be kept in place five 
days without untoward sequelae. Occasionally 
an odiferous pack will have to be removed ear- 
lier. 

The use of astringents, when precise local 
application can be done, has been of great value. 
Again one’s training generally determines what 
agent to use. I feel that tannic acid is best, for 
it causes less tissue disruption. Those who use 
silver nitrate, ferric chloride, trichloroacetic 
acid, or electrocoagulation will no doubt obtain 
equally good results. 

The use of physiologic aids brings forth a 
number of questions. Certainly if one has a 
prolonged prothrombin time, vitamin K in one 
form or another must be given. But, one must 
realize that labile and stable factor deficiencies 
may masquerade as hypoprothrominemia (cause 
prolonged prothrombin time) and the proper 
procedures to identify these deficiencies should 
be carried out. Vitamin K will not be effective 
if deficiency of the labile or stable factor is re- 
sponsible for the bleeding. 

The use of Koagamin® is purely empirical. 
The theory is that it either acts as a catalyst to 
convert prothrombin to thrombin or else it ren- 
ders the platelets more friable so as to accelerate 
the liberation of thromboplastin. There is no 
scientific proof that it does either. 

The use of systemic adrenalin has been of 
value. The role of vessel retraction and contrac- 
tion in the formation of a solid and fixed clot 
is well established. While retraction and con- 
traction are quite transient and for this reason 
the long lasting and favorable result which often 


follows needed some investigation. Roskam* has. 


found that this long lasting action is probably 
due to the oxidation of adrenalin to adreno- 
chrome or some closely related substance. This 
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substance is apparently stored normally at the 
endings of the adrenergic nerves and, in the 
presence of trauma, it checks bleeding by causing 
a retraction of severed capillary ends. Those who 
have read Roskam’s excellent monograph on this 
subject cannot help but place this adrenochrome 
agent high on the list of drugs favorable for 
combating postoperative hemorrhage. 

The use of Premarin for functional uterine 
bleeding has caused that drug to be placed into 
consideration. Its physiologic action is as yet not 
explained. 

While tangible evidence in many instances 
cannot be provided that any of these drugs is 
specifically of value, opinions of qualified ob- 
servers as to the desirability of their use have 
been favorable. It is probable, however, that 
many expressed opinions in this field are based 
on wishful thinking rather than carefully ob- 
served results and it is suggested that more 
thought be given to the physiology of blood 
clotting by those in the field of otolaryngology 
so that more precise application may be made 
of blood clotting aids. 

The use of parenteral calcium has nothing to 
recommend it. 

Transfusion of fresh whole blood has been 
and will probably always remain high on the 
list, not only for repair value but also because 
of the variable factors in the clotting mechanism 
as we know it today. The rationale for the use 
of stored plasma in the place of whole blood 
lacks physiologic reasoning, for some of the 
plasma factors favorable to the clotting of blood 
are found only in fresh plasma. Unless one has 
a hemoconcentration due to previous transfu- 
sions, which would be unusual in the face of 
hemorrhage, then it would appear most logical 
to use fresh whole blood instead of plasma un- 
til the cause of the bleeding is identified. It may 
prove to be a plasma factor and may be one such 
as the stable factor which is present in both 
stored and fresh plasma. When it is one of the 
plasma factors which is deficient, a pint of 
plasma will add twice as much of the deficient 
factor as a pint of whole blood. This is specific 
treatment. 

Vascular interruption has always been a nebu- 
lous factor in our armamentarium. While we 
are generally taught that the tying of an ex- 
ternal carotid artery will control bleeding from 
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a unilateral maxillofacial injury, the literature 
on the subject would tend to prove otherwise. 
Still, the imaccessability of the anterior and 
posterior ethmoidal arteries, the internal maxil- 
lary artery, and the sphenopalatine artery and 
the difficulty in determining which of these 
might be the site of hemorrhage, makes one 
reticent to speak against external carotid liga- 
tion; if one feels it has any chance of success, 
it should be done regardless of the evidence in 
the literature. 


SUMMARY 
Hemorrhage in otolaryngology generally is of 


nuisance character but on occasion may have ' 


fatal consequences. Bleeding and clotting time 
tests tell us little or nothing regarding a tenden- 
cy to bleed on the part of any given patient. 
The use of these tests gives one a false sense of 
security preceding operations. A careful history, 
a good blood smear, and a prothombin time and 
plasma clotting time test when indicated will 
quickly separate the bleeders from the non- 
bleeders. These tests also will provide the cor- 
rect key for the treatment of a known bleeder. 
When faced with a bleeding problem that is not 
of blood dyscrasia origin, a systematic plan of 
attack has been of great value. If one can locate 
the bleeder, early precise local astringents are 
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Emphysema caused by smoking 
Thirty-four patients with chronic pulmonary 
disease characteristic of obstructive emphysema, 
were studied. Among the groups were 28 males 
and six females, ranging in age from 50 to 81 
years. The evidence presented indicates that in 
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in order. If the bleeder cannot be located, then 
precise, tight packing should be done. Specific 
treatment for blood dyscrasias can and should 
be done. Blood clotting aids should be used in 
the order of their proved physiologic action. In 
this regard, vitamin K, and _ adrenochrome 
agents are of greater importance than Koagamin 
or Premarin. Early transfusion of whole blood 
is certainly preferable to the use of stored plas- 
ma. Later, plasma may be the agent of choice. 
External carotid ligation is not always success- 
ful in combating hemorrhage from vessels of the 
head and neck. 

I wish to express my sincere appreciation to 
Harold D. Palmer, M.D. for his invaluable help 


in the preparation of this paper. 
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Injuries of the Lower Urinary Tract 


WILLARD Easton, M.D., PEoRIA 


ECAUSE of the ever increasing rate and 

number of passenger and pedestrian auto- 
mobile injuries the number of fractures of the 
pelvis with associated injuries to the lower 
urinary tract appears to be rising. Ten per cent 
of all cases of fractured pelvis produce injury to 
the urinary bladder or posterior urethra. Injury 
to the urinary bladder usually is not associated 
with isolated fractures of the sacrum, coccyx, 
ilium, or ischium. However, the bladder usually 
is injured by fractures below the pelvic brim 
which disrupt the continuity of the pelvic girdle. 
Examples are lateral crushing mjuries or anteri- 
or posterior compression such as a child run over 
by a car. 

Injuries to the urinary bladder have been 
written up far back in early medical literature. 
However, only since the end of World War I has 
suprapubic cystostomy become the vital and ac- 
cepted procedure for treatment of rupture of the 
bladder. Prior thereto the bladder was simply 
sutured and urethral catheter drainage was 
established. The mortality rate was high. Now 
it has been lessened by improved surgical train- 
ing, recognition and early diagnosis, refinements 
in the treatment of shock, and the administra- 
tion of antibiotics and anesthesia. 

Normally the bladder is well protected, when 
empty, due to it’s safe deep location in the bony 
pelvis surrounded by fascia and a muscular bed, 
and a bony pelvic girdle. But when distended it 
is vulnerable to injury. An empty bladder is not 
immune from injury when bony spicules with 
force may lacerate the wall. 

Bladder injuries can be classified into four 
different types: contusion, intraperitoneal rup- 
ture, extraperitoneal rupture, and combined in- 
tra and extraperitoneal rupture. Rupture of the 
posterior urethra at the prostatic membranous 
junction also is common in association with in- 
juries to the pelvis. A contusion is simply a non- 





Presented as part of Symposium on Prevention and 
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perforating injury done solely to the wall. Frac- 
tures of the pelvis may produce contusion with- 
out rupture. These cases usually have gross 
hematuria but are not associated with the phys- 
ical findings of ruptured bladder which will be 
related later. 

Let us consider a typical case: An ambulance 
promptly brings a patient to the hospital from 
the site of an automobile accident. A great per- 
centage of these accident cases are treated ini- 
tially by a general surgeon or a general practi- 
tioner in smaller communities who are doing 
their own surgery. It is for this reason that every 
physician should know the importance of early 
diagnosis and treatment of rupture of the urin- 
ary bladder. The first important finding is shock. 
There is a marked pallor, the patient’s pulse is 
rapid, and there is a marked fall in blood pres- 
sure. A case of this type may be associated with 
a history of previous alcoholism, and the patient 
frequently is unconscious and unable to relate 
any history. If conscious, he will complain of 
severe lower abdominal pain. If asked to urinate 
he cannot do so or passes only a small quantity 
of bloody urine by straining. There is a constant 
urge to void but the characteristic finding is 
that the patient fails in his attempt to empty 
the bladder. There may be blood at the meatus. 
However, the amount of gross bleeding from the 
meatus is not an index to the type or degree of 
injury, since damage to the corpora spongiosum 
may cause hemorrhage without perforation. 

In the extraperitoneal type of rupture, tender- 
ness and pain will be present in the lower abdo- 
men. There will be suprapubic dullness on per- 
cussion due to extravasation, or due to a full 
bladder in the case of rupture of the posterior 
urethra. If a few hours have passed since the 
accident a characteristic brawny, full, tender, 
crepitant feeling will be present in the lower 
abdomen. If this condition is allowed to persist 
too long the skin of the lower abdomen along 
the pelvic border, will show a tense, red appear- 
ance due-to urinary infiltration. Fever and toxi- 
city will follow. The above findings are charac- 


127 








teristic of extravasation already gone too long, 
and once a physician has seen and palpated an 
extravasation he will never forget it. Rectal ex- 
amination will reveal a mass or a prostate which 
is floating and out of normal position if there is 
a rupture at the apex of the prostate. 


With intraperitoneal rupture, typical signs of 
peritonitis develop. There will be generalized 
abdominal pain and tenderness, There is an 
ileus, nausea and vomiting follow, bowel sounds 
are absent, fever and leukocytosis develop. 


The extraperitoneal type of bladder rupture 
usually is associated with fracture of the bony 
pelvis. It is caused by stress placed upon a fixed 
portion of the bladder, or perforation by a bony 
spicule. Usually the rupture is on the anterior or 
lateral wall close to the bladder neck. In the in- 
traperitoneal type, rupture commonly occurs 
when there has been a heavy impact to the lower 
abdomen with a full bladder, hence the impor- 
tant past history of alcoholism. Usually the per- 
foration is on the fundus or posterior wall due 
to the position of the peritoneal reflection. As a 
result of irritation from the extravasation of 
urine onto the peritoneum, the omentum or 
bowel may temporarily seal the perforation, but 
the effect of the seal will not hold. 


Combined intra and extraperitoneal rupture 
usually comes from perforating wounds. A 
crushing injury, fracture of the pubic rami, or 
symphysis pubis, is commonly associated with 
a tear of the triangular ligament and rupture of 
the membranous urethra. Injury above or below 
the triangular ligament determines the extent of 
extravasation. It is possible, but not common, to 
have both. 


The most important point that I can stress 
is promptness in diagnosis. If the case is allowed 
to linger undiagnosed more than twelve hours 
the mortality rate increases sharply. Our patient 
should be carefully placed upon an X-ray table. 
An important step in diagnosis is cystography. 
Using the strictest sterile technique the patient 
should be catheterized. If there is a rupture at 
the prostatic membranous junction, the catheter 
usually will not pass to the bladder and the 
bladder may be distended. In bladder rupture a 
catheter may reach the bladder but the latter 
will never be distended. A cystogram should be 
done using one of the common radiopaque uro- 
logical dyes such as skiodan or diodrast; 150 
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to 200 cc. of the dye should be injected into the 
bladder. If intraperitoneal rupture is present 
the dye will be seen in a sunburst effect radiat- 
ing upward into the peritoneum and perhaps be 
present between the loops of bowel. In an ex- 
traperitoneal type of rupture, or rupture at the 
prostatic membranous junction, dye will accum- 
ulate in the fascial layers fanning outward in the 
pelvis. The so-called tear drop cystogram is due 
to the presence of extravasated urine and blood 
clots in the perivesical space. The commonly used 
dyes for intravenous urography are less irritat- 
ing to the tissues than sodium iodide solution. 

The question arises at this point as to the 
value of the air cystogram. Some physicians do 
not use the air cystogram maintaining that air 
embolism is possible and also that there may be 
misinterpretation of the X-rays by mistaking air 
in the peritoneum for bowel shadows. Other 
physicians do use the air cystogram believing 
it to be satisfactory. With the patient on his 
left side, 200 cc. air is injected via urethral 
catheter. In a characteristic case, an air cysto- 
gram of the bladder will be seen on X-ray. In 
an extraperitoneal type of rupture or rupture of 
the posterior urethra, air flares out into the 
fascial planes of the pelvis. In the intraperitone- 
al type, air will be seen between the intestinal 
coils and in the subphrenic space. 

Some urologists advocate the use of intraven- 
ous pyelography at this stage because of the ad- 
vantage of visualizing the upper urinary tract at 
the same time. However, if the patient is in 
shock and his blood pressure is low, there will be 
poor excretion and therefore poor visualization. 


Cystoscopy is not necessary. The patient usual- 
ly is in poor condition. There is not much to be 
gained by cystoscopic examination since the 
bladder cannot hold water, visualization will be 
poor due to the failure of distention with severe 
bleeding, and instrumentation may spread in- 
fection. 

Diagnosis established by instillation and as- 
piration also is not valid. Some recommend that 
a given quantity of sterile solution be injected 
into the bladder and that if the same amount 
returns by aspiration there is no possibility of 
rupture. This is not true. The tip of the catheter 
may be extravesical and instillation and aspira- 
tion may be taking place from the perivesical 
space. As I mentioned previously it also may 
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be possible that omentum or bowel is tending 


to temporarily seal an intraperitoneal rupture - 


and for this reason the same amount of fluid 
may be aspirated after instillation. It is most 
important that rectal and vaginal examination 
be done to check for perforation of these struc- 
tures associated with lower urinary tract in- 
juries. 


When the patient has been treated for shock, 
and a diagnosis established, he should go to 
surgery immediately. A suprapubic midline in- 
cision should be made. The rectus fascia and 
muscle should be divided in the midline. If the 
extravasation is extraperitoneal, blood and urine 
will bulge from beneath the recti muscles. The 
tissues will have a reddish brown, necrotic ap- 
pearance, and it is difficult to recognize normal 
structures due to infiltration. Because it is some- 
times difficult to identify the urinary bladder 
due to the severe impact, and if the urethra is 
intact, pass a urethral sound through to the 
bladder and make the incision into the bladder 
immediately over the sound where it is palpated 
below the anterior surface of the bladder. With 
the space of Retzius opened, aspirate blood, 
clots, and urine. It may be _ necessary to 
control bleeding with packing from ruptured 
blood vessels on the posterior surface of the 
fractured pubis. Perforation of the bladder 
should be identified and sutured with #1 chro- 
mic catgut. Suprapubic cystostomy should be 
done, using a large Pezzar catheter, 34-38. 
Multiple large Penrose drains should be used 
fo drain the space of Retzius and_ perivesical 
areas deeply and adequately. 


I cannot be too emphatic when I say that 
suprapubic cystostomy, adequate aspiration, 
and adequate drainage are the most important 
phases of treatment of extraperitoneal rupture 
of the bladder. They are more important than 
actually suturing the perforation. The Penrose 
drains should not be moved for seven days, and 
then only one inch daily until all are completely 
removed from the surgical wound. 


If the rupture is intraperitoneal, all urine 
and blood should be evacuated from the peri- 
toneum by suction. Examination of the other 
abdominal viscera for associated injury should 
be made. The intraperitoneal rupture should be 
closed in two layers, #0 chromic in the bladder 
muscle, and #0 chromic in the peritoneal re- 
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flection. The peritoneum may be closed without 
drainage. A suprapubic cystostomy should be 
done in this case also, using a large Pezzar 
catheter. 


Rupture of the posterior urethra presents a 
somewhat different type of treatment. The es- 
sential point is that at the time of surgery, con- 
tinuity must be established between the separate 
fragments of the urethra. In rupture of the post- 
erior urethra the bladder usually is distended 
and previous catheterizations have been difficult 
or impossible. I will suggest two well recognized 
methods of aligning the rupture of the urethra. 
The first is the Reynolds technique. A Foley 
catheter is passed through the anterior urethra 
to the site of the rupture. A simple rubber ure- 
thral catheter is passed through the cystostomy 
into the bladder, and then through the posterior 
urethra to the site of the rupture. The two ends 
of the catheters are then tied together with silk 
or catgut. he Foley catheter is then guided 
into the bladder by traction upwards on the rub- 
ber catheter. The Foley bag may then be in- 
flated within the bladder to align the ruptured 
urethra. Traction should be placed upon the 
Foley bag catheter by taping the catheter to the 
thigh in order to return the displaced prostate 
and vesical neck back to their normal positions. , 
Another accepted technique, the Davis method, 
consists of passing a urethral sound through 
the anterior urethra to the site of the rupture. 
Another sound is passed through the cystostomy 
and the posterior urethra from above. The tips 
of the sounds meet and click at the site of the 
rupture within the pelvis. he anterior urethral 
sound is then passed into the bladder by keeping 
the tips in contact as the posterior urethral 
sound is withdrawn. The flared end of a rubber 
catheter is then tied around the tip of the an- 
terior urethral sound within the bladder, and 
as the latter is removed, the catheter is with- 
drawn down into the urethra thereby aligning 
the ruptured urethra. It frequently is impos- 
sible to anastomose the proximal and distal 
segments of the urethra within the pelvis at this 
point. If possible approximation should be done, 
suturing the proximal and distal ends together 
with catgut. The indwelling catheter will act as 
a splint for healing. Black silk suture should 
he tied to the tip of the catheter and brought 
outward through the ecystostomy, and anchored 
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to the skin of the abdomen. You should then 


proceed as with any other extraperitoneal rup- 
ture of the bladder with adequate drainage of 
the perivesical space and suprapubic cystostomy. 

Postoperatively, the patient must be treated 
with antibiotics, watched and treated for ileus, 
and electrolyte balance maintained. Suprapubic 
and urethral cathetér drainage should be estab- 
lished until the suprapubic wound is well healed 
and no urinary drainage comes from above. This 
usually takes two to four weeks. The suprapubic 
tube should then be removed, leaving the ure- 
thral catheter indwelling. When there is com- 
plete closure of the cystostomy the urethral ca- 
theter should then be removed. This may take 
as long as six to eight weeks, depending upon 
the amount of perivesical drainage. Dilatation 
of the urethra at the site of the rupture should 
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Prophylactic treatment of 
syphilis 

Prophylactic treatment with penicillin is in- 
dicated whenever there is exposure to a person 
with infectious . syphilis. If untreated, many 
of those exposed develop the disease. A single 
injection of 2,400,000 units of PAM or benza- 
thine penicillin G will prevent this possibility. 
Although this is almost universally successful, 
a three month observation period, which includes 
periodic serologic and physical examinations, is 
advisable as a safeguard. Jules E. Vandow, 
M.D. and Nathan Sobel, M.D. The Present 
Status of the Diagnosis and Treatment of Syph- 
ilis. New York J. Med. Sept. 15, 1956. 
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be started in one week. Postoperative stricture 
of the urethra is a common sequela. Osteitis 
pubis also is a distressing complication. 


SUMMARY 

The mortality rate in rupture of the lower 
urinary tract is approximately 12 to 20 per cent 
in the first 12 hours, and 85 to 90 per cent 
within 48 to 72 hours. Therefore, keen observa- 
tion of the patient, early diagnosis by physical 
findings and cystograms, and treatment by 
drainage and cystostomy must be done early and 
adequately. If promptly performed, most pa- 
tients will be saved. Without treatment the mor- 
tality rate is 100 per cent. Certainly, with the 
increasing automobile accident rate, every phy- 
sician who treats traumatic cases must be aware 
of these simple points in diagnosis and treatment. 


>>> 


The chemistry of despair 

Modern science recognizes a hate hormone and 
the physical effects of fear and despair. These 
emotions bring a definite change in the chem- 
istry of the body. But, on the positive side, this 
chemistry of despair may be changed to that of 
hope and enthusiasm. The hate hormone can be 
neutralized by the new vitamins of faith, kindli- 
ness, and a cheerful heart. Doctors know that 
people with a long term illness often seem to die 
by degrees. But they also may live by degrees 
and, if something is lost each day, something 
also may be gained that will throw the balance 
in the patient’s favor. Edward L. Bortz, M.D. 
Mastering Long Term Illness. Geriatrics. Oct. 
1956. 
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Availability of Hostile Fantasy 
Related to Overt Behavior 


Pau KANE, Pu.D., ELGIN 


HE problem of trying to relate an individu- 

al’s fantasies and his perceptions to how he 
actually behaves and how he interacts with his 
manifest environment, has been attacked in a 
variety of ways. One prominent approach used 
by a number of investigators has been to study 
the relationship between overt and covert be- 
havior through the variable of hostility and ag- 
gression. Most commonly, one or more projective 
tests, most frequently the Rorschach and TAT, 
would be used in a specific manner as a measure 
of hostile fantasy, and this in turn would be 
correlated with some defined indications of overt 
aggression. Our approach differs significantly 
from previous studies in that an attempt was 
made through the use of Q-technique to consider 
an individual’s attitudes toward hostile impulses, 
in addition to the usual method of correlating 
projective test indications of hostility with cer- 
tain demonstrated features of overt aggression. 

As a point of departure, leading to our main 
hypothesis, we were in general agreement with 
Fenichel? who wrote: “The conscious impulse to 
kill, for example, is, through isolation, so far 


removed from any possible motor expression that 


there is no chance for the impulse to be material- 
ized, and thus it may safely become conscious. 
Hence, when the idea becomes conscious, it is 
stripped of emotion.” 

We made the assumption then that hostile 
fantasy can be organized and integrated within 
the personality in some manner so that the need 
for an outlet in overt behavior can be averted. 
Thus the capacity to handle hostile fantasy can 
be tantamount to a technique of internalization 
through the process of its being available to the 
personality for disposition before actual overt 
behavior becomes necessary. The major hypothe- 
sis taken then was that symbolized hostile ex- 
pression, or hostile fantasy, is inversely related 
to overtly assaultive, aggressive behavior. This 





Presented before the Physicians’ Association, Dept. 
of Public Welfare, 116th Annual Meeting, Illinois 
State Medical Society, Chicago May 15-18, 1956. 
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meant that overtly violent subjects were expected 
to show less hostile fantasy in the test materials, 
while nonviolent subjects were expected to pro- 
duce a relatively greater amount of hostile fan- 
tasy. 

In order to test this hypothesis, data were col- 
lected and handled on the basis of two different 
standpoints. The first approach involved the 
more traditional use of divergent groups to test 
differences for significance. Here the total num- 
ber of 42 subjects examined consisted of two 
groups each of 21 Joliet-Stateville penitentiary 
inmates, who were generally comparable in age, 
intelligence, education, and socio-economic status 
but who differed largely in certain features of 
overt behavior. What was termed the hostile 
group consisted of individuals who had assaulted 
someone, actually doing harm or seriously 
threatening it. The majority of these individuals 
had records of previous aggressive crimes (for 
example, armed robbery, assault to kill or rob, 
and murder). In nearly all cases, there were 
reports on these inmates of fighting, destruction, 
and insolence within the penitentiary itself. In 
practically all cases the members of the “hostile” 
group have demonstrated overt hostile behavior 
both in their crimes and in their institutional 
activities. Moreover, in all cases there is re- 
corded evidence of at least two hostile acts, 
whether the crime plus intramural behavior or 
two or more hostile criminal acts. 

On the other hand, the nonhostile group com- 
mitted crimes like larceny, burglary, or forgery, 
in which no one was physically harmed or 
threatened. In most cases no one but the inmates 
was directly involved, violation in all these cases 
being done to property. Furthermore, the adjust- 
ment of the nonhostile group within the peni- 
tentiary was devoid of any record of fighting, 
destruction, or marked disobedience and inso- 
lence. 

All subjects were seen individually and of the 
projective tests administered, specific mention 
will be made only of the Rorschach results inas- 
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much as this test proved to be most representa- 
tive and most revealing of the trends distin- 
guishing the hostile and nonhostile groups on 
the variable of hostile fantasy. All Rorschach 
records were scored for hostile content according 
to the De Vos Affective Inferences Scale and 
according to certain modifications of this scale, 
designed to accentuate the dynamic content un- 
der consideration. In this scale, Rorschach re- 
sponses were scored as hostile for both direct and 
indirect manifestations of aggression. For ex- 
ample, perceptions involving fighting, conflict, 
argument, weapons, knives, and derogation and 
depreciation of figures, were scored for hostility. 

The most striking finding on the Rorschach 
was quite contrary to our hypothesis. Instead of 
finding an inverse relationship between hostile 
fantasy and overt aggressive behavior, we found 
that the most aggressively acting out individuals 
also had significantly more hostile fantasy on the 
Rorschach. This was not only statistically signi- 
ficant but was also qualitatively impressive as 
the records with the most openly violent and di- 
rectly hostile responses were those of overtly as- 
saultive individuals. Three such records by overt- 
ly violent inmates can be cited briefly. 

The first case, quick in giving the somewhat 
moderate number of 21 responses, nevertheless 
produced hostile Rorschach responses like, “looks 
like they got in a fight, all that blood spilt over,” 
and, “looks like two men fighting over something 
or other, the clothes is all tore up; looks like 
their heads were bleeding.” Out of 51 responses, 
the second case had 15 that were scored for hos- 
tility, ranging from such directness as “two 
shadowy figures dueling with knives in their 
hands; seem to be kneeling in blood,” to less 
openly violent responses like, “huge nose, jaw 
receding; face of a simpleton, idiot, imbecile ; 
don’t look too bright,” and “he looks more or less 
vicious.” Nineteen of 87 responses in the third 
case were suggestive of a degree of inner tension 
that seemingly could readily explode into out- 
bursts reminiscent of some of his responses, “an 
explosion of hot. gases,” “an earthquake erupt- 
ing,’ “an army submachine gun in rapid fire,” 
and, “fragments of metal scattering after an ex- 
plosion.” The Rorschach hostility of these three 
overtly aggressive cases just cited had no match 
at all either for intensity or frequency in the 
non-hostile group. 


“ 
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While the Rorschach finding appears to refute 
our hypothesis, the Q-technique data now to be 
mentioned actually helps to clarify it in relation 
to the underlying theory. 

The second approach to clarifying our hy- 
pothesis involved the use of Stephenson’s (Q- 
technique, a methodology for the study of an in- 
dividual case. Six subjects, three representative 
ones from both the hostile and nonhostile 
groups, sorted 72 statements which had been 
constructed in line with the theory under inves- 
tigation. Statements designed to tap hostile fan- 
tasy were of this nature: “My feelings come out 
easily; when someone bothers me or makes me 


mad, I let them know about it... .. 1 don’t like 
everyone I know and sometimes [ can’t help 
showing it, though I don’t mean to... . . Some- 


times I feel as if I must injure or damage some- 
thing or someone, and sometimes I do.” Each 
subject did eight separate sortings of the 72 
statements into a quasi-normal curve distribu- 
tion, according to different conditions of instruc- 
tion. Besides the more usual instructions that 
refer directly to the self, several conditions of 
instruction relate to the penitentiary environ- 
ment, including some of the commonly used 
terminology. A few of the eight conditions of 
instruction according to which the 72 statements 
were sorted, follow: How do you feel now or 
how do you usually feel? How do you feel when 
things aren’t going well for you, everything 
seems wrong and going against you, and you’re 
really mad and bothered about things? How do. 
you feel the “screws” (prison guards and offi- 
cials) would look upon you? How do you feel 
“bug doctors” (psychiatrists, sociologists, psy- 
chologists, ete.) would look upon you? 

The statements thus variously sorted were 
correlated and factor analytic procedures were 
carried out so that attention could be focused on 
the most meaningful and discriminating state- 
ments characteristic of each subject. Interpret- 
ing the most differentiating statements, we found 
that the overtly hostile subjects were prone to 
present a highly conventional, stereotyped front ; 
one in which the socially acceptable virtues and 
character traits are lauded, hostility denied, and 
the home background regarded so highly despite 
recorded disruptive features as to be suggestive 
of a strong defensive position. Admission of hos- 
tile, impetuous feelings emerged to any notable 
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extent only when presenting one’s self through 
the eyes of some one else, and invariably some one 





individual’s apperceptive responses to stimuli, 
and certainly such levels must be noted in re- 


like the penitentiary officials and staff who are sponse to test materials in any systematic study 


presumably familiar with the inmates’ history. 
There is then a noteworthy tendency for the hos- 
tile individuals to try to present a positive, com- 
mendable self directly and to admit to hostility, 
impulsiveness, and shortcomings generally, in a 
projective manner through a presumed external 
viewpoint. The nonhostile cases, on the other 
hand, were not so rigid in separating their direct 
self-perceptions from their views as to how 
others might perceive them. There was a greater 
tendency in these cases to share or integrate their 
own viewpoints with those of others. Hostility 
and impulsiveness were more frequently ad- 
mitted directly, suggesting less defensiveness in 
this area. 

As this. finding tended to support our main 
postulation that overtly aggressive individuals 
would have hostile fantasy less readily available 
to them for internal handling, how can we rec- 
oncile this with the Rorschach finding of a direct 
relationship between violent overt behavior and 
hostile fantasy ? It would seem that an error was 
made in assuming that what has been called hos- 
tile fantasy or symbolized hostile expression im- 
plied a technique of internalization. The impli- 
cation was that perceiving hostility in projective 
tests indicated that such fantasies were in some 
way available to the individual for internal con- 
trol and disposition; this is clearly not so. When 
an individual perceives what is considered “hos- 
tility” on the projective tests, we cannot from 
that fact alone determine to what extent such 
hostility is actually acceptable to him and there- 
fore to what extent it is available for internal 
integration. Only by attending to an individual’s 
attitudes and admissions toward his own. feel- 
ings, have we been able to clarify issues which 
would have been partly misinterpreted and in- 
completely understood had conclusions been 
drawn only upon inferences from a subject’s 
projective test productions and no consideration 
given to how the subject himself may feel more 
directly about some of the matters at issue. 
Clearly, what is termed levels of personality, 
must be considered in any investigation of an 
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of important personality variables. 

In integrating the varied disclosures about 
overtly hostile individuals as compared to non- 
hostile subjects, we see that the hostile individu- 
al is significantly more prone to have hostile 
fantasies, particularly fantasies that are relative- 
ly direct and unmodified in their aggression. 
However, this would appear to be more sympto- 
matic, more revealing of an inner condition, and 
does not indicate his capacity to deal internally 
with this hostility. The aggressive individual is 
more likely to deny his hostility, to project it 
onto others, or admit it indirectly through the 
eves of others but not too directly to himself. 
Hostility is therefore less readily, less consistent- 
ly available to him for internal control and dis- 
position. The nonhostile person, in contrast, is 
somewhat better integrated, less disturbed, and 
more secure so that he can admit to failings and 
shortcomings to a greater degree than the hostile 
person who almost desperately must defend what 
little support he has. Beneath the hostile person’s 
periodic outbursts would appear to be a sense of 
isolation, a passive, dependent person too unsure 
of himself to accept feelings and impulses that 
may pose even a bigger threat to him—a greater 
sense of isolation. 

Elgin State Hospital. 

Based upon a dissertation submitted to the Depart- 
ment of Psychology of the University of Chicago in 
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REFERENCES 

1. DeVos, G.: A Quantitative Approach to Affective Symbo- 
lism in Rorschach Responses. J. Proj. Tech., 1952, 2: 
133. 

. Fenichel, O.: The Psychoanalytic Theory of Neurosis. New 
York, Norton, 1945, 

3. Kane, P.: Availability of Hostile Fantasy Related to Overt 
Behavior. Unpublished doctor’s dissertation, University of 
Chicago, 1955. 

. Stephenson, W.: The Study of Behavior. Chicago: Univer- 
sity of Chicago Press, 1953. 


bo 


> 


>>> 








Reflex Vasodilatation 
Measured with Radioisotopes 


WituiaM H. Myers, M.D., anp Morris T. FriepELL, M.D., F.A.C.S, Curcaco 


} the care of patients#with certain peripheral 

vascular diseases, lumbar sympathectomy 
still remains a valuable method of treatment. 
The selection of cases which will be benefited by 
the procedure is most important and avoids op- 
erations that would be time consuming, useless, 
and in some instances actually dangerous. 

In a previous preliminary report’ one of us 
(M.T.F.) pointed out the value of the use of 
radioactive iodinated serum albumin (RISA®)* 
in evaluating peripheral blood flow. Others? also 
have used it to advantage. This method is one of 
the few allowing direct measurements of pe- 
ripheral blood flow which are reproducible. 

The types of cases under consideration are 
those with arterial occlusive diseases of varying 
severity up to and including frank gangrene. 
Successful treatment depends upon increase of 
blood flow to the extremities by any means 
available, including drugs, nerve blocks or sur- 
gery. 

The use of RISA and lumbar sympathetic 
blocks, as pointed out previously, is a valuable 
test for predicting the response to treatment, 
particularly lumbar sympathectomy. In this, as 
in all tests, any simplification that will give nec- 
essary information, save time and expense, and 
give comfort, would be of great practical value. 
The purpose of this report is to outline such a 
simplification or modification of the test. 


The apparatus used consisted of a scintillation 
counter, a count rate computer, and a graphic 
recorder. Subjects were tested in a quiet, draft- 
free room lying comfortably on an examining 
table. The studies were made on the lower ex- 
tremity with the foot resting against the scin- 
tillation counter. One hundred microcuries were 
injected rapidly into the antecubital vein; the 


From the Hektoen Institute for Medical Research and 
Department of Surgery, Cook County Hospital and the 
Stritch School of Medicine. 


*Obtained from the Abbott Laboratories, North Chicago, 
Illinois. 
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time of injection was marked on the recording 
paper. After observing the basic recording, heat 
was applied to the abdomen of each patient for 
20 minutes. Usually a heating pad at 130°F. was 
used; however, a hot-water bag would serve 
equally well, except that the temperature would 
not be as constant. The graphic tracing was then 
resumed. Any increase in counts per minute 
(CPM) would be due to reflex vasodilatation 
and the height of rise would give an index of the 
ability of the limb to respond to other methods 
of vasodilatation, particularly lumbar sympa- 
thectomy. 

All cases of arterial occlusive disease coming 
to our attention are now being studied by this 
method prior to surgery. The following case 
history will serve to illustrate the usefulness of 
the test. 

L. B., a 39 year old white male accountant was ad- 
mitted to Cook County hospital on April 27, 1956 
with complaint of an open ulcer of the left ankle, 
present for the previous 10 months. The patient stated 
that during the previous June, without known cause, 
the ulcer developed and when it failed to heal, he 
sought treatment. He was given many forms of therapy 
during this time but only Priscoline® and bed rest 
were of any value in decreasing the size of the ulcer. 
It again enlarged, however, when he became ambula- 
tory. Associated with this was a sensation of burning 
at the site of the ulcer, continuously and to such an 
extent that he could not allow anything to. come into 
contact with the area, such as dressings or bed sheets. 

Past history revealed-circulatory disturbances of the 
lower extremities since childhood. He stated his feet 
were very sensitive to cold and that he had been com- 
pletely unable to participate in sports because of muscle 
cramps and legs becoming tired quickly. However, 
prior to 1940, he could walk well without claudication. 
At this time he received a medical discharge from the 
army because of difficulty with his legs. In 1942 he had 
an ingrown toenail removed from his right great toe, 
the operative site failed to heal, apparently became 
gangrenous, and the toe was amputated. A diagnosis of 
Buerger’s disease was made. He was treated with in- 
termittent pressure without relief, and sympathetic 
blocks, which helped for a short time only. Sympa- 
thectomy was not performed nor suggested. Because of 
failure of the amputation to heal, even with several re- 
visions, another amputation was performed, this time 
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107 Normal Curve of Radioactivity Following 
94 Injection of RISA (plotted in reverse) 
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stump required several revisions and with a cross-leg 
skin flap in 1949 finally became closed. (The healing 
of the donor site on the calf of the left leg was noted 
to be very slow). A prosthesis had been fitted earlier 
and the man returned to work in 1950, From that time 
to the present admission he developed increasing diffi- 
culty with the left leg; claudication, night pain some- 
what decreased by dependency, increase of pain with 
application of heat, painful ulceration, and pain of the 
calf and knee even at rest. It was in this condition that 
he was first seen by us. Further inquiry revealed that 
the man had smoked moderately from age 20 to two 
years prior to admission. Alcohol ingestion, except oc- 
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casionally, was denied. His parents were of English 
extraction and familial history of similar difficulty was 
not obtained. The patient denied impotence. 

Physical findings were essentially limited to the lower 
extremities : 

Skin: dry, roughened, and scaly with reduced tem- 
perature. 

Right leg: amputated about 6 inches below knee with 
evidence of the flat graft, healed. 

Left leg: small ulcerated lesion just above the lateral 
malleolus; with irregular edges, flat necrotic base, 2 
cm. in diameter; no pulse was palpable in the foot, leg, 
or in the region of the external iliacs or aortic bifurca- 
tion; no evidence of acute or chronic venous disease. 

Laboratory: Hb. 89%, WBC 8,750, NPN 27, cho- 
lesterol 174. Urine-negative. 

Chest X-ray was normal. 

The patient was treated with Papaverine®, gr. 1-4 
t.i.d., multiple vitamins, high protein diet, bed rest, moist 
applications to the open ulcer, penicillin, and Demerol® 
in doses sufficient to control pain of the extremity. An 
aortogram was atempted but a free flow of blood was 
not obtained and on injection of a very small amount of 
radio-opaque dye, severe pain was experienced in the 
leg and the examination was discontinued. Lumbar 
sympathetic blocks were performed on several occa~- 
sions with partial relief for as long as six hours. 

He was then tested with RISA. in the manner de- 
scribed. Results of the testing are shown in Figure 2 
(During the testing he was able to compare relief ob- 
tained by block and by heat applied to the abdomen 
and felt that he received more relief from the heat). 
On May 16, 1956 a lumbar sympathectomy was per- 
formed under general anesthesia and ganglia 2, 3, and 
4 were removed. His postoperative course was un- 
eventful. The results of surgery were gratifying to 
the patient who stated that his pain had been com- 
pletely relieved. The leg felt warmer and was in no 
way sensitive to the touch. He could walk an un- 
limited distance without claudication, Objectively, the 
limb was dry, warmer, and the ulcer healed quickly. 
Results of the follow-up testing with RISA are shown 
in Figure 3. Biopsy of the abdominal muscles taken at 
the time of surgery was reported as normal. The patient 
refused biopsy of the muscles of the leg because he 
felt healing would be prolonged. On May 30, 1956 he 
was first discharged free of complaints and returned to 
work for the first time in more than a year. 

COMMENT 

Figure 1 shows the curve obtained in a person 
with normal peripheral vessels. The circulation 
time is about 35 seconds and there is a rapid 
rise to a plateau over a period of 2 to 4 minutes. 
It will be noted that the patient’s pre-operative 
curve (Figure 2) has a prolonged circulation 
time, and a prolonged rise to a plateau which is 
considerably below that of the normal individ- 
ual. The further rise of the curve following lum- 
bar block and heat to the abdomen also is shown. 


The curve following surgery (Figure 3) shows 
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a decrease in circulation time and a more rapid 
rise to an apparently normal plateau. The lack 
of response to heat again applied to the abdomen 
indicates that the maximum vasodilation has 
been achieved. 


SUMMARY 

A method of measuring peripheral blood flow 
with the use of radioactive iodinated serum al- 
bumin (RISA) and a scintillation counter is 
discussed. A simple modification of this proce- 
dure, consisting of heat application to the sub- 


Religion and psychiatry 


Freud, the founding father of psychotherapy, 
claimed he was making a contribution to science 
and held that psychoanalysis had no relationship 
to philosophy. He never recognized that he had a 
philosophy of scientific materialism. As Freud 
developed the new field he evoked also (although 
not always explicitly) a philosophy of life. This 
philosophy denied God, human freedom, and the 
reality of religion. (Not all psychiatrists share 
this viewpoint. I wish to make it plain that in 
this section | am dealing with specific psychia- 
trists, not with the whole field of psychiatry.) 
Later, Krich Fromm, J.C. Flugel, Harry Stack 
Sullivan, and Karen Horney, like Freud, added 
their own viewpoints to those of Freud — view- 
points that contradicted the doctrines of Christi- 
anity. 

The general principles of Freud and his fol- 
lowers is reductive. Everything — God, man, 
Holy Communion,- which Christianity had as- 
cribed to or related to a supernatural order — 
is reduced to the natural order. As Karl Stern 
put it: “To a modern astronomer, the earth is 
nothing but an insignificant speck in the galaxy ; 
to the biologist, man is nothing but some chance 
product of an evolutional process which has no 
transcendental meaning; to a dialectical ma- 
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ject’s abdomen, also is shown. This test permits 
prediction of the response to sympathectomy. A 
case report, with graphic tracings, is included to 


further illustrate its practical application. 
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terialist, cultural achievements are nothing but 
by-products of the economic struggle.” 

By this process, Freud defined God as nothing 
but a father image and Fromm called upon 
man “to recognize that there is no power trans- 
cending him.” Man is reduced to the sum total 
of his biologic inheritance and his psychosoci- 
ologic conditioning. The end of life is life it- 
self. Man can make the good life on earth by 
himself ; indeed, there is nothing beyond to help 
him. As for ethics, the followers of Freud main- 
tain that that is good which satisfies man. Man 
For Himself is not only a book title; it is 
Fromm’s whole philosophy of life. Here then is 
a new philosophy. For it, some Freudian psy- 
chiatrists claimed a basis and a support, in mod- 
ern science. Can psychiatry prove that there is 
nothing beyond man; that real freedom does not 
exist? Obviously not. What we have here then 
is not a medical science but speculative philoso- 
phy on a pseudoscientific basis — a philosophy 
that contradicts Christianity. Fromm’s god, 
man, is — by my book — a creature not a god: 
and he who worships the creature instead of God 
is an idolater. The devout Jew and Christian 
will not buy this “nothing but man” religion. 
For it to be palmed off as medical science is a 
discredit to the medical profession. The Rev. 
Das Kelley Barnett, Th.D., Religion and Medi- 
cine — Allies or Adversaries? GP, Sept. 1956. 
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LEONARD H. Harais, M.D., PEORIA 


I WOULD like to remind you that many of 
our commonly used drugs can cause in ad- 
dition to skin eruptions, several types of sys- 
temic reactions. Anaphylaxis, shock, 
sickness, asthma and even death have been seen 
following the ingestion or the injection of many 
common drugs. This list should include aspirin, 
iodides, local anesthetics, organ extracts includ- 
ing insulin, liver extract and ACTH, penicillin, 
pollen extracts, horse serum, thiamine, and now 

possibly P.A.S. 
ASPIRIN 

Although the incidence of aspirin sensitivity 
is fortunately low, its allergic manifestations 
are almost invariably severe. Violent sudden 
paroxysms of asthma or shock within a few 
minutes of the taking of an aspirin tablet is the 
typical allergic reaction to aspirin. Specific skin 
reactions to aspirin have not been obtained on 
known sensitive subjects. Feinberg? has, how- 
ever demonstrated the antigenticity of aspirin 
in guinea pigs passively sensitized by aspirin- 
sensitive human serum when challenged with 
heterologous aspirin-protein conjugate. Most as- 
pirin sensitive people are chronic asthmatics of 
the intrinsic type, usually completely skin test 
negative. Skin testing with aspirin is valueless 
and dangerous. One is wise to believe the pa- 
tient who says he does not tolerate aspirin. 

INSULIN 

In the past 10-20 years reactions to insulin 
have been on the decline while reactions to liver 
extract have steadily increased. The commonest 
manifestations of allergy to insulin are urticaria 
and unusual local swellings. Shock or asthma are 
rare; fatalities have not been reported. 

The specific protein responsible for insulin 
reactions varies from patient to patient. This 
seems to hold true for liver sensitivity and 
ACTH sensitivity as well and explains the long 





Presented before the Section on Allergy, 115th An- 
nual Meeting, Illinois State Medical Society, Chicago 
May 19, 1955. 


for March, 1957 





serum ~ 


Drug Reactions 


standing disagreement as to whether insulin re- 
action (and liver reactions). are organ specific 
or species specific. Most insulin reactions are 
organ specific, that is, due to the crystalline in- 
sulin itself and not to the source animal. Species 
sensitivity occurs less commonly and this group 
benefits from changing from pork to beef insulin. 

Jorpes® in 1949 showed that insulin was less 
antigenic after being recrystallized 6 or 7 times 
and then could be tolerated by most insulin-sen- 
sitive persons. Dolger* subsequently claimed sim- 
ilar good results by immersing the insulin vial 
in boiling water for 30 minutes. This may be 
done with regular or crystalline insulin but not 
Protamine or globin products. 


LIVER EXTRACT 
According to Alexander’ the incidence of re- 
actions to liver extract has increased in the past 
20 years from less than 1% to 20-25%. Urtica- 
ria or shock occurs after many treatments and 
usually during a second course of treatment. 
There is disagreement as to whether liver re- 
actions are due to organ or species sensitivity. 
Leo Criep® has good immunologic evidence that 
the case he studied was due to organ specificity. 
Rynes® on the other hand demonstrated sensitiv- 
ity to liver extracts as well as muscle tissue of 
pork, beef and lamb. 
Rapid desensitization with or without anti- 
histaminie drugs usually can be carried out suc- 
cessfully in most cases of liver sensitivity. 


ACTH 

I need not say that corticotropin (ACTH) is 

a valuable agent in the relief of drug sensitivity, 
bronchial asthma, and urticaria. But ACTH is a 
protein substance, capable of inducing sensitivity. 
The incidence of reactions to ACTH at present is 
around 3 to 5% in large series of cases. Anaphy- 
lactic shock with collapse, asthma as well as 
allergic dermatitis and urticaria have been re- 
ported, more often after interrupted series of 
treatments. Positive skin tests to ACTH were 
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obtained in some of the reported cases. Schul- 
man reported 5 cases of the serum sickness type, 
all of whom were found sensitive to the animal 
source. Feinberg’s’ case of shock and asthma fol- 
lowing ACTH appeared to be due to the hor- 
mone itself and not to the animal source. 


THIAMINE HYDROCHLORIDE 
Thiamine hydrochloride deserves a few words 
of comment. Considerable untoward reactions 
have been reported. Kaltz® and Jaros® suggest 
that the effect of thiamine more closely resembles 
the reactions due to acetylcholine than to al- 
lergy. Others have pointed out some of the usual 
signs of hypersensitivity, but the evidence is not 
too conclusive. There have been several reports 
of sudden shock, collapse, unconsciousness and 
at least one report of death following thiamine 
parenterally. Urticaria is the most common re- 
action. 
It is important to note that in thiamine re- 
actions, the antihistamines are ineffective. 
Epinephrine fortunately has a prompt effect. 


PARA-AMINO SALICYLIC ACID 

Reactions occur in at least 2% of patients 

given P. A. S. Most reactions occur after 12 

days of high dose therapy. (usually 12 grams 

daily). The reactions may be: 

1. Macopapular dermatitis with weeping and 
itching in milder cases. 

2. Exfoliative dermatitis may follow if the 

cause is overlooked and its use continued. 


«<<< 


Death from chicken pox 


The attention of physicians is called to fa- 
talities from chicken pox that have been re- 
ported recently by physicians in various parts 
of the country. Chicken pox usually is a mild 
disease and deaths from it are rare. Investiga- 
tion of the cases in which fatalities occurred in- 
dicated that the same factor was present in all 
of them. All of the children had been under 
treatment with cortisone or ACTH for some 
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3. Chills, high fever with severe prostration 
and possible liver damage have been ob- 
served due to P.A.S. The usual dose of 12 

* gm./da should be stopped at once if any 
of these signs appear. Workers in TB in- 
stitutions’? have observed recurrences of 


fever and chills upon readministration of 
as little as 3 grains. 
Thrombocytopenia, bone marrow depres- 
sion and liver damage have been recorded 
due to P.A.S. therapy when the drug is 
continued despite the skin eruption. 
Crofton claims he has successfully desensitized 
a large number of patients. But in view of the 
severity of the possible reactions this hardly 
seems advisable. 
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pre-existing disease. Since there is evidence that 
cortisone has an untoward effect on bacterial 
and viral infections, the relationship between the 
administration of cortisone or ACTH and the 
fatalities in chicken pox appears to be a causal 
one. Physicians are cautioned, therefore, to re- 
duce rapidly and then discontinue the use of 
cortisone or ACTH in any child under such 
treatment who develops or is intimately exposed 
to a case of chicken pox. Heelth Department 
News, New York Med. July 5, 1956. 
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Pen-knife surgery 

The successful resuscitation of a physician 
who died from a heart attack was reported by 
Claude S. Beck and associates. The victim col- 
lapsed on the steps of the hospital and was 
rushed to the emergency operating room. There 
were no heart sounds and ordinarily, the pa- 
tient would have been pronounced dead. 

But one of the nation’s most experienced 
resuscitation teams was standing by. The physi- 
cian’s chest was opened between the fourth and 
fifth ribs and his heart was squeezed intermit- 
tently against the sternum. Oxygen was admin- 
istered initially by mask and replaced later by 
an intratracheal tube. Defribrillation was started 
as soon as the machine was put in order. 

The patient made an uneventful recovery, 
demonstrating that the death factor in coronary 
artery disease often is small and reversible. Ac- 
cording to Beck: “It is comparable to turning 
the ignition switch in an automobile or to stop- 
ping and starting the pendulum of a clock. 
The heart wants to beat and often it needs 
only a second chance.” 

This led to the concept of the trigger mecha- 
nism as the cause of death in coronary occlu- 
sion.2 The trigger zone is an ischemic area of 
myocardium, lacking oxygen and sending out 
electrical impulses which in turn destroy the 
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normal mechanism. Unless the ischemic area 
receives blood (oxygen) the heart becomes elec- 
trically unstable and goes into ventricular 
fibrillation and asystole, followed by sudden 
death. Death is mechanical and is not due to 
muscle failure. 

Beck believes that 90 per cent of all coronary 
deaths are due to electrical instability; one- 
third occur without muscle damage; in the 
remainder, muscle destruction is not great and 
the heart will keep on beating if given the 
stimulus. 

Resuscitation must be started immediately 
because permanent brain damage is said to 
occur after five minutes of asystole. The pro- 
cedure has been done successfully on many occa- 
sions in the operating room. Beck’s experience 
was the first to be reported outside the operat- 
ing room but his enthusiasm does not stop there. 
He suggests that teams be trained to take over 
when a patient dies from an acute heart attack. 

He says, “Any intelligent man or woman 
can be taught to do resuscitation. A medical 
or nursing degree is not a prerequisite to learn 
resuscitation nor is it impossible to provide 
resuscitation kits to be opened for the emer- 
gency ; these could be located in selected areas.” 
By “selected areas” he means the golf course, 
office, or home. 

Beck is quoted in the October, 1956, issue 
of Coronet as saying that in the future, mobile 
resuscitation kits, with squads trained to use 
them, will become standard equipment in the 
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offices of hotel physicians, in community first 
aid station, in factories, and in business health 
centers. The members of the team will need 
a two day postgraduate course. 

The plan has been put into action and sev- 
eral reports have appeared. A Western surgeon 
attending a Saturday night party collapsed in 
the living room of his host. Two internists 
were present and when they were unable to 
hear heart sounds, they opened the patient’s 
chest with a penknife and began massaging 
his heart. The pulmotor squad was called and 
the physician was revived, only to succumb 
two days later of a second occlusion. 

The problem is far from settled because 
we have no statistics on how frequently the 
organ beats spontaneously after asystole. Re- 
sumption of the beat has occurred on many 
occasions and this fact will he used by the 
more conservative physician as an - argument 
against cardiac massage. Unfortunately, there 
is no time to procrastinate because the pro- 
cedure must be done within five minutes, to be 
successful. It presents a serious problem in judg- 
ment because a life is at stake. 

Hiram T. Langston recognizes the emergency 
in the operating room but is leery about train- 
ing nonmedical personnel to wield a penknife 
at will. He says: “To assume that cardiac arrest 
or ventricular fibrillation has occurred because 
of sudden collapse and a pulseless state sug- 
gesting death, and to proceed through imme- 
diate thoractomy (four minutes generally is 
given as the period of grace) to cardiac mas- 
sage away from all manner of resuscitative 
equipment is a prostitution of this concept. 

“The heart may well be restarted by such 
a maneuver (if it be truly stopped) but oxygen 
—that commodity so essential to resuscitation 
and, for that matter, to life on this earth—is 
in short supply. An intact chest cage that is 
manually operated and takes in room air prob- 
ably can provide more oxygen than can be sup- 
plied by mouth to mouth pressure breaching 
of used air forced into a chest that has been 
opened. 

“T am not against an aggressive attitude 
in the eradication of disease or the preserva- 
tion of life and I will subscribe to hastily done 
thoracotomy for cardiac massage if a proper 
indication exists. But in the absence of equip- 
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ment for accurate diagnosis or adequate resus- 
citation, I question its propriety. 

“T cringe, in fact, at the appalling prospects 
of lay people (firemen, policemen, or golf cad- 
dies) equipped with do-it-yourself kits for car- 
diac arrest being willing to ‘save the life’ of 
any who may fall by the wayside. These tired 
and fainting people just might not be dead. 

“Tf I be the one to fall and am seemingly 
dead, please stretch me out, loosen my cloth- 
ing, and fan me. Should I be truly dead, ’tis 
just as well. But should I not be dead, my re- 
covery will not have been hindered. I for one 
am quite convinced that should I be otherwise 
qualified, those Pearly Gates will swing out to 
admit me just as easily without a hastily done 
incision into my chest as with one.” 


< > 


Hospital costs 

The American Hospital Association an- 
nounced that room rates in United States gen- 
eral hospitals had risen about 6 per cent in 
the past year. 

In compiling its annual survey of hospital 
rates, the Association questioned short-term gen- 
eral hospitals in the United States and Canada. 
The results were based on 2,835 completed ques- 
tionnaires. The tabulation did not include fed- 
eral hospitals and large municipal hospitals 
because their rates are not comparable with those 
of most general hospitals. 

Room rates cover the patient’s bill for rou- 
tine hospital services such as the hospital room, 
all meals on generai and special diets, general 
nursing service, medical records, and routine 
housekeeping. In the computation of average 
rates, all rates were given equal weight regard- 
less of the number of beds in the hospital, or 
the volume of service provided. 

United States averages for the various types 
of rooms were: single rooms, $15.19, two-bed 
rooms, $12.16, and multibed rooms, $10.58. A 
year ago the AHA reported averages of $14.14, 
$11.51, and $9.84 respectively for these types 
of accommodation. This represented an increase 
in rates for single room accommodations of 7.4 
per cent, two-bed rooms, 5.6 per cent, and 
multibed rooms, 5.8 per cent. The increases re- 
flect the increase in hospital costs shown in 
other American Hospital Association statistics 
during recent years. 
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The Association’s rate survey said, “For all 
types of room the highest averages by region 
were from the Pacific states, which showed 
averages of $20.32, $17.05 and $15.78 for 
single, two-bed and multibed rooms, respec- 
tively.” This region includes Washington, Ore- 
gon, and California. The survey noted that the 
“lowest average rates were found in the West 
South Central region—$11.53 for single room, 
$8.96 for two-bed room, and $7.49 for multibed 
rooms.” In this region are Arkansas, Louisiana, 
Oklahoma, and Texas. 

< > 


Millions for research 

Medical research has never had it so good. 
Millions of dollars are available from govern- 
ment, foundations, industry, associations, and 
philanthropies. Some of these funds are used 
for research; others, for equipment and build- 
ings. Collectively. it is bound to do good but 
it should not be used indiscriminately. 

We will never know how much of this money 
is wasted. It is easy to get physicians and 
scientists to work on projects for which money 
is available. But the best results are obtained 
when the research is done by someone who is 
interested or who wants to find the answer to 
a specific problem. These dedicated men and 
women were responsible for the great discov- 
eries of the past. They were properly motivated 
and this attitude is just as important now 4s 
it was in previous centuries. 

Of equal importance is that grants be given 
to those best qualified to tackle a specific prob- 
lem rather than as a source of matching income 
to install expensive equipment or to build an- 
other story on a hospital, medical center, or 
an association building. 

The time has come to take a firmer stand, 
lest research get out of hand. Careless or use- 
less work in this field may topple research from 
its pedestal. This would be a blow to science. 


< > 


Blue Shield acts to meet new 
challenges 

Ten years ago 45 struggling local Blue Shield 
Plans had a combined enrollment of less than 
2 million people. Today, 73 Blue Shield Plans 
cover some 38 million; and if their present 
rate of growth is maintained, these Plans will 
pass the 40 million mark in enrollment during 
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1957. 

Several factors have conspired in recent 
years to alter and complicate the basic prob- 
lems of Blue Shield enrollments. For one 
thing, most of the windfall apples have fallen 
off the tree, and enrollment men are having 
to climb ever higher in the tree to fill their 
baskets. Most local “blue chip” industrial 
groups have long since been enrolled by Blue 
Shield or some other agency, and the remain- 
ing local prospects are. predominantly smail 
groups: the self-employed and rural dwellers. 

Another vital new factor has been introduced 
by the tremendous growth of new industrial 
giants resulting from corporate mergers, and 
the concomitant tendency of labor unions to 


‘negotiate welfare benefits on a national scale. 


These big corporations and unions are de- 
manding nation-wide hospital and medical care 
programs, offering at least the same scope of 
benefits for their workers in all parts of the 
country. 

Blue Shield is an association of strictly 
autonomous local Plans, having similar pur- 
poses, but offering a considerable variety of 
specifie benefits. The Constitution of Blue 
Shield Medical Care Plans recognizes that 
“state and local medical care plans should be 
autonomous in their operations so that the 
needs, facilities, resources, and practices of 
their respective areas can be given due consid- 
eration, but that the health and welfare of the 
public is advanced by the co-ordination of 
methods, coverage, operations and actuarial 
data.” 

The Plans have sought, by voluntary agree- 
ment, to co-ordinate their efforts and to de- 
velop a basic program which each local Plan 
may offer the members of inter-Plan groups 
within their local Plan areas. 

Without sacrificing local independence, more 
than three-fourths of the Plans have recently 
reached agreement on a standard scope of Blue 
Shield benefits, all or any of which each Plan 
will make available to any group of subscribers 
desiring this pattern of benefits. Nearly all the 
other Plans have promised to “go along” in 
the near future. While this degree of co-ordina- 
tion of benefits (in terms of covered services) 
has been found necessary to meet Blue Shield’s 
enrollment challenge, each Plan will still make 
payments to physicians according to its locally 
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negotiated schedules and will calculate its own 
subscription rates. 

This significant achievemeent of Blue Shield 
shows its ability to meet new conditions and 
proves the capacity of medicine’s voluntary pre- 
payment movement to solve whatever problems 
it may encounter. 


< > 
A.M.E.F. had record-breaking year 


The American Medical Education Founda- 
tion has just completed its fifth year of opera- 
tion with a record total of $1,072,717 in con- 
tributions. 

This figure represents a 41 per cent increase 
over last year’s total of $757,163.29 with the 
$125,000 grant to the Foundation made by the 
American Medical Association at the Clinical 
Meeting in Seattle, or an increase of 25.1 per 
cent not considering the added generosity of 
the A.M.A. ; 

The $125,000 was in addition to an original 
gift of $100,000 voted by the Board of Trus- 
tees earlier in the year. 

The success of the Foundation can be attrib- 
uted directly to the hard work and foresighted 
planning of the State Chairmen who have 
* given so much of their energies to AMEF in 
1956. Because of these efforts, we have every 
reason to believe that 1957 will be an even 
greater year. 

< > 
Injuries are major cause of death 
in army 

About three-quarters of all deaths in the 
Army are due to injury, according to Lt. Col. 
Herschel E. Griffin, Medical Corps, Chief, Com- 
municable Disease Branch, Office of the Army 
Surgeon General, speaking at the Army Pre- 
ventive Medicine and Laboratory Officers Con- 
ference in Washington, D. C., 15 January, 
1957. 

Colonel Griffin was ene of 30 speakers 
scheduled for the week-long Conference held 
at the Walter Reed Institute of Research, Wal- 
ter Reed Army Medical Center. Key preventive 
medicine and laboratory officers from the six 
Continental United States Army areas and 
major overseas commands were briefed on 
recent development in the promotion of health 
and the prevention of disease. 
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In reviewing the causes of noneffectiveness 
in the Army, Colonel Griffin emphasized that 
the overwhelming cause of death in the Army, 
as in civilian life, is injury. Roughly one half 
of these injuries, he said, are accounted for by 
automobile accidents, most of which occur dur- 
ing off duty hours. 

The Army has a two-pronged approach to the 
problem of injury. It tries to learn, through 
research and development, what the killing 
agent is when death occurs from accidents; this 
information has resulted in improvements in 
the design of motor vehicles. And the Army 
tries, through a study of road conditions and 
traffic situations, to find out who was hurt 
and why. Colonel Griffin pointed out that medi- 
cal, safety, police and engineering personnel 
are co-operating in these efforts. 

Through its preventive medicine program the 
Army has been very successful in its fight 
against communicable disease, Colonel Griffin 
said. Hospitalization, sick days, and death rates 
have been cut in half, a comparison of the sta- 
tistics from 1942-1945 with those of 1953-1955 
shows. 


< > 


Illinois medical history 

The matter of licensure of physicians has 
evoked considerable study and discussion at 
various times since territorial days. Recently the 
Council created a committee on Medical Li- 
censure to study the question. 

A short review of our various medical prac- 
tice acts might be of interest, and much of this 
information is found in Chapter XXV of Voi. 
II of the “History of Medical Practice in Illi- 
nois.” 

In 1817 the Territorial Assembly, of which 
Dr. George Fisher of Kaskaskia was speaker, 
adopted the following resolution: “Whereas well 
regulated medical societies have been found to 
contribute to the diffusion of true science and 
particularly to knowledge of the healing art, 
therefore, for the purpose of regulating the prac- 
tice of physic and surgery, this law is enacted.” 

Two districts were formed: one east and one 
west of the third principal meridian. The or- 
dained duties of the members were to examine 
students and give diplomas, charging $10.00 
therefor. Apparently not much attention was 
paid to that law. 
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In 1819 the state’s first General Assembly 
passed “An act for the establishment of medical 
societies.” This was a tough and comprehensive 
law. It divided the state into four medical dis- 
tricts and in each there was to be a “board of 
physicians.” It was the duty of each and every 
physician in such districts to attend meetings. 
Failure to do so without sufficient excuse made 
them liable to a fine. The Boards were to collect 
$10.00 for each diploma issued ; to see to it that 
those not complying with the provisions of the 
Act were disqualified from collecting debts from 
their practice; and to see that reports of births, 
deaths, and diseases were transmitted to and 
published in some newspaper. Finally, they were 
to review the bills rendered by physicians for 
exorbitant charges, making necessary adjust- 
ments and returning such surplus as might be 
unreasonably made. Thus was set up one of the 
first grievance committees in the United States. 
‘The law was repealed by the following legisla- 
ture in 1821. 

In 1825 another bill was passed and repealed 
by the next legislature. 

Over the next half century the profession as 
individuals and, after 1840, through the state 
and other medical societies, sought legislation 
to protect the people of Illinois from ignorant 
and dishonest practitioners. 

Finally in 1877 the legislature passed two 
bills, one known as the State Board of Health 
Act and the other as the Medical Practice Act. 
The legislature evidently still viewed the matter 
with a somewhat jaundiced eye. It made the 
Board of Health responsible for the administra- 
tion of both laws and gave it only $5,000 to do 
the job over the next biennium. 

The Board, organized July 12, 1877, was the 
beginning of our present highly effective Illinois 
Department of Public Health. Its first annual 
report covering the period to December 31, 1878 
estimated that when the Act went into effect 
about 3,600 nongraduates were practicing medi- 
cine in Illinois. About 1,400 had quit or left the 
state. 
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In 1893, at its annual meeting, the Society 
was told that the State Board of Health was still 
granting licenses to men who failed to pass their 
college exams, 

The Civil Administrative Code in 1917 di- 
vided the Board into two departments one to 
deal with sanitary and hygienic work; the other, 
to deal with licensure not only of physicians but 
also of all other professions that require licenses. 

The present medical practice act was approved 
June 30, 1923 and has been subjected to a num- 
ber of amendments (1923, 1945, 1949, and 
1951). 

J. H. H. 


< > 


Creed for sufferers 


The following “Creed for those who have 
Suffered” was written by an anonymous Con- 
federate soldier and appeared in the November 
1956 issue of the Maine Medical Association : 

&. 

I asked God for strength, that I might achieve. 

I was made weak, that I might learn humbly to 


obey. 
I asked for health, that I might do greater 
things. 
I was given infirmity, that I might do better 
things. 


I asked for riches, that I might be happy. 
I was given poverty, that I might be wise. 
I asked for power, that I might have the 
praise of men. 
I was given weakness, that I might feel the need 
of God. 
I asked for all things, that I might enjoy life. 
I was given life, that I might enjoy all things. 
I got nothing that I asked for, 
But everything I had hoped for. 
Almost despite myself, my unspoken prayers 
were answered. 
I among all men, most richly blessed ! 


>>> 
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“Out of the Cauldron’”’ 


C, E.uiott BELL, M.D., DECATUR 


Ht. you ever heard of a “Paid-up” Health 
Insurance Policy? Neither had we! Yet, 
there it is — the latest daydream of Washing- 
ton’s dreamin’ Dreamboats — parked in the col- 
lective laps of all American physicians, gift- 
wrapped, labeled, and delivered in person by the 
Right Honorable Mr. Folsom, Secretary of 
HEW, and Member of the President’s Cabinet. 

Speaking from the rostrum of the 1956 An- 
nual Meeting of Blue Cross and Blue Shield 
Plans, Mr. Folsom stressed his Department’s 
deep concern over the health and welfare of the 
aged and infirm-aged citizens of this nation. 
He also indicated that this growing problem had 
been placed near the top of the 1957 agenda. 
Furthermore, he left the impression that, quite 
by chance, this new and unique innovation had 
been brewing for sometime in the electronic 
cauldron for which HEW and its predecessor 
have long been famous. 

“Purchase and pay for in full while you are 
young, the health-care protection you will be 
sure to need when you are beyond your produc- 
tive years.” This was the essence of Mr. Fol- 
som’s thesis. He then advised extensive creative 
research for the development of a practical Paid- 
up Voluntary Health Insurance Plan. He pre- 
sented it as a challenge, and bore down on ur- 
gency. Finally, he hinted at, but made no com- 
mitments regarding a fiscal boost from the fed- 
eral government. 

Now, here is an idea which will no doubt 
keep the lights of many an electronic brain doing 
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flip-flops from now until next St. Swithen’s Day 
and then some. The paid-up concept may look 
like gold to the centenarian classes, but to the 
safe-and-sane characters in the actuarial frater- 
nity, it has the apearance of Nothing — dressed 
up in a couple of counterfeit greenbacks. 

Why? Because it violates three of the six 
basic principles of insurance underwriting. 
First: once born, mortal man inevitably grows 
older day by day, until after a total of 21,925 
days, he is no longer considered either young, 
or employable. And — by the same token, he is 
virtually a sure-fire candidate for paid-up bene- 
fits. Thus, there is not now, nor will there ever 
be room for the essential “uncertainity of oc- 
currence” in the proposed paid-up philosophy. 

Second: the average citizen of thirty, perceiv- 
ing the subsequent downhill course of life’s path- 
way, would be a lead-head if he did not take out 
some paid-up health insurance with which to 
comfort his arteridsclerosis homens later on 
when winter feels like winter, even during the 
summer. Ergo: the paid-up idealogy does im- 
measurarbly increase the risk. The subscriber 
has purchased definite paid-up benefits, and he 
will inevitably try to get what he believes he has 
coming to him. 

Third: There are no large numbers of inde- 
pendent risks. A centenarian is a centenarian 
no matter where you find him, and they are, one 
and all, firmly consolidated behind the banner 
of Old-Man Time. 

Admittedly, when first introduced, the paid- 
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up day-dream seems as irrational and unsound 
as anything yet encountered during these Her- 
culean decades. However, after kicking it up and 
down “Actuarial Row” a couple of dozen times, 
you will be amazed to discover that it still seems 
irrational and unsound. 

Yet, no one can deny that it is a “forward 
step,” that it will stimulate exploration of the 


’ unknown, and that it does suggest the existence 


of a modern happy hunting ground just beyond 
the nearest horizon — not for the dead, but for 
the “quick,” and the aged, and the elderly ill. 
So, the cauldron boils, the dreamboats dream, 
and the wheels of fortune spin. Meanwhile this 
ancient practitioner continues to wonder whether 
Mr. Folsom seriously anticipates another mi- 
raculous production by Blue Cross and Blue 


q€<¢ 


Worcestershire sauce not a 
beverage 


A remarkable example of prognostic failure 
was occasioned by a business man, highly suc- 
cessful in his financial dealings, aged 59, lim- 
ited in activity by virtue of visual defect, hap- 
pily married, and living in comfort. He devel- 
oped headaches, drowsiness, thirst, occasional 
loose stools, nausea, and loss of weight. His doc- 
tor found that the urine was of fixed low spe- 
cific gravity (1004) ; it was loaded with albumin 
and contained some granular casts. The blood 
urea was 76 mg. per 100 ml., rising in a month 
to 100 mg. The blood pressure had risen from 
his normal 150/80 to 190/106. The urea clear- 
ance test revealed 18 per cent of normal func- 
tion. He concluded that his patient had chronic 
nephritis, a view that was endorsed by the con- 
sultant to whom he brought the case. In the 
course of the next three months the symptoms 
became worse. Albumin was found in consider- 
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Shield, or whether he is merely setting the stage 
for further expansion of the Federal Social 
Security Act. Either way, it might be a good 
idea to remove the ground-glass lenses from 
your telescope and take a good long look at the 
“paid-up principle’ as applied to voluntary 
health insurance. 

Maybe after all, the Blue Plans can make this 
impossible dream become impossible reality as 
they have so many times in the past. Who can 
claim, in all honesty, that they will not do it 

. once again. But — if they should fail, or 
falter, then by one means or another we shall 
probably be invited to join Uncle Sam in sing- 
ing a new version of an old favorite. Let’s call 
it, “Golden Threads among the Silver.” 


>>> 


able quantity in nearly all specimens of urine. 
A bad prognosis was given; it was thought that 
the patient would die within the next three 
months. He was instructed in the traditional 
lines of dieting for chronic nephritis, and he 
followed these with care. After a week or two 
he asked his doctor if the consumption of Wor- 
cestershire sauce was in any way harmful. It 
seemed that he had been taking from one-half 
to one bottle of it for many years. He said he 
did so because he liked it. Whatever the reason 
for his consumption of this enormous quantity, 
the fact remains that he did take it as a bev- 
erage. It was promptly stopped. Within a month 
the albumin and casts disappeared, the blood 
pressure and blood urea had returned to normal, 
the patient rapidly put on weight. Two years 
afterward he is symptomless, and the only sign 
of latent renal disease is occasional albuminuria. 
This is, I think, an error in prognosis which 
might be forgiven. A. H. Douthwaite, M.D. Pit- 
falls in Medicine. Brit. M.J. Oct. 2%, 1956. 
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THE P.R. PAGE 





Edward A. Uzemack, Director of Public Relations 


ILLS are flowing into the hopper in the 

State Legislature at a rapid pace. Many of 

these deal with medical service, some in @ major 
way. 

The Illinois State Medical Society’s Com- 
mittee on Medical Service and Public Relations 
will analyze these bills for their possible effect 
on the quality of medical care, and report ac- 
cordingly. Recommendations will be made in 
some instances. 

County medical societies already have been 
alerted to be ready for concerted action when 
united support of or opposition to any measure 
is necessary. Notices will be sent to county 
societies immediately when occasions arise. When 
advised to act, doctors should do so at once. 

Meanwhile, physicians should know something 
about the important measures pending as this 
issue went to press. Some’are good from the 
standpoint of the public’s health and welfare; 
others bad. 

Two Senate Bills—59 and 63—fall in the first 
category and in present forms are worthy of the 
wholehearted support of physicians. 

Senate Bill No. 59 provides for a single 
amendment to the Medical Service Plan Act of 
1945, passed at the request of the Illinois State 
Medical Society. This is the enabling act for 
Blue Shield. 

The proposed amendment is to be found in 
Section 2, subsection 3, which covers definitions. 
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The amedment would change the subsection to 

read : 

(3) “Medical Service” means the ordinary and 
usual professional services rendered by 
physicians licensed in Illinois to practice 
medicine in all of its branches, as well as 
like services when lawfully rendered in a li- 
censed hospital by persons licensed in this 
state under the Dental Practice Act, and 
shall not mean hospital services. 

The words in italics are an addition to the 
existing Act. By its terms, certain types of serv- 
ices rendered by a dentist in a licensed hospital 
would be included under Blue Shield payments. 

The Illinois State Medical Society’s .Com- 
mittee on Medical Service and Public Relations 
is supporting the Bill in its present form. The 
Society opposed an amendment presented two 
years ago because the changes then proposed 
would have adversely affected the financial sta- 
bility and growth of medical service plans now 
in operation. 

Senate Bill No. 63 (Coroners’ Bill) was in- 
troduced at the request of the Illinois Coroners’ 
Association and the Illinois State Medical 
Society. It also has the tentative approval of 
the newly formed Board on Necropsy Service of 
the Illinois Department of Health. 

Briefly, the Bill: 

(1) Defines what types of deaths constituted 
coroners’ cases ; 
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(2) Requires the impaneling of a coroners’ 
jury only in cases of suicidal, homicidal or 
accidental death, thereby saving money for 
counties ; 

Provides for an improved quality of post- 
mortem examinations in many areas by 
making capable autopsy surgeons more 
readily available throughout downstate (to 
be done in conjunction with the Board on 
Necropsy Service to Coroners). ; 

(4) Requires the approval of the coroner before 

cremation can be undertaken. 

It is the opinion of the Illinois State Medical 
Society’s Committee on Medical Service and 
Public Relations that this Bill would improve 
the administration of justice where a coroner’s 
investigation is involved by strengthening the 
medical examination of the cause of death. 

The Bill is not intended to interfere with the 
administration of the Coroner’s office, or the 
legal investigation of the causes of death. On 
the contrary, by creating a regional system of 
improved pathological service to coroners, it is 
hoped that a better quality of medical investiga- 
tions will result. 

Members of the Illinois 


(3) 


State Senate have 


<< 


World Congress of 
gastroenterology 

The World Congress of Gastroenterology is 
being sponsored by the International Society of 
Gastroenterology and the host organization in 
this country is the American Gastroenterological 
Association. The meeting is to be held in Wash- 
ington, D.C., May 25-31, 1958 at the Sheraton 
Park Hotel. All physicians interested in gastro- 
enterology are cordially invited to attend. The 
Chairman is Dr. Harry L. Bockus and anyone 
desiring information regarding the program, 
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been asked by the Illinois State Medical Society 
to support the Bill. Physicians should strengthen 
this with individual requests to their respective 
Senators. 

Also presented was a completely new “Work- 
men’s Compensation and Rehabilitation Act.” 
This was drawn up by the Illinois State Medical 
Society’s Committee on Industrial Health. 

A detailed account of that important measure 
was carried in the January issue of The Illinois 
Medical Journal, pages 40-43. It is hoped that 
all interested groups as well as individual physi- 
cians will do their utmost in facilitating pas- 
sage of the Bill. 

Senate Joint Resolution No. 8 also has been 
introduced. This would create a joint legislative 
commission to study statutes relating to heal- 
ing, curing or relieving of illness, injury or dis- 
ease of body or mind. The commission is to re- 
port its findings to the Legislature by May 1. 

Developments in this Bill will bear watching 
because of possible far-reaching effects. 

Medicine has to be ever on the alert. Unless 
a watchful eye is kept on legislative matters in 
Springfield, Bills inimicable to the public and 
the profession will slip through. 


>>> 


housing, ete. may direct all correspondence to 
me, 

The major subjects to be considered at the 
scientific session are as follows: Peptic ulcer, 
malabsorption and sprue-like syndromes, nutri- 
tion and its effect on the liver and pancreas, 
intestinal infection and infestation, and cancer 
of the stomach. 


H. M. Pollard, M. D., 
Secretary General, 
University Hospital, 
Ann Arbor, Michigan. 
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CORRESPONDENCE 





Woman’s auxiliary call to meeting 
The Month is May 


The Dates are 21-24 
The Place is Chicago 

Not only for the Annual Meeting of the IIli- 
nois State Medical Society, but for the Conven- 
tion of its Auxiliary, a cordial invitation is ex- 
tended to all doctors’ wives. 

The Sherman Hotel is headquarters for both 
the Society and the Auxiliary. The attractions 
of Chicago and the hospitality of our members 
there are well known to you, but I would like 
you to know some of the attractions of the 1957 
program. 

Among the social events which provide an 
atmosphere for extending friendships and mak- 
- ing new ones, are two luncheons. The Cham- 
paign Auxiliary will hostess the Wednesday 
luncheon; Tazewell County Auxiliary, the 
Thursday luncheon, 

Tuesday evening promises to be a special com- 
bination of fact and fiction - to be enjoyed by 
members of the Society, the Auxiliary and 
guests. All of you are invited to the Public Re- 
lations Dinner of the Illinois State Medical 
Society, which will feature Mr. Paul Jones of 
the National Safety Council. Following the 
dinner, everyone will proceed to a gala cabaret 
party with dancing and entertainment for the 
remainder of the evening. You will be the guests 
of the Medical Society for the post dinner fes- 
tivities, the Auxiliary being your hostess. 
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We take great pride in honoring Mrs. G. 
Henry Mundt, Founder and First President of 
the Illinois Auxiliary, and Mrs, James P. Sim- 
onds, National Honorary Emeritus Publications 
Chairman. The Convention honors them with a 
continental breakfast on Wednesday morning. 

Another distinct part of the Annual Meeting, 
not social, yet interesting and informative, are 
the two sessions devoted to reporting local proj- 
ects and activities, evaluating what has been 
accomplished and introducing new ideas. This 
deliberation is the pattern for future growth and 
a prerequisite for leadership. 

Time has been allotted for disposition of es- 
sential business. These matters deserve the con- 
sideration of all of our members. 

A Twilight Memorial Service will follow the 
Tuesday afternoon delegate session. 

The complete program for the 1957 Conven- 
tion will appear in the next issue of the Illinois 
Medical Journal. 

I have met so many wonderful wives of doc- 
tors in past years and have enjoyed each and 
every one of you. It will be nice to greet you 
again and to make new friends. Old friends were 
once new friends. Do come! 

Sincerely, 
(Mrs. S. M.) Myrtle Hubbard 
Convention Chairman 
The Month is May 
The Plans are made 
The Convention is You 
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Dr. Nicholas Nyaradi 
is auxiliary luncheon speaker 

Dr. Nicholas Nyaradi, former Minister of 
Finance of Hungary and now an American 
citizen, is Chairman of the Economics Depart- 
ment of Bradley University, Peoria. 

Dr. and Mrs. Nyaradi fled Hungary and came 
to America when his position became untenable 
because of the encroachment of Russian spon- 
sored communism in his native country. 

As one of the leaders of the democratic Small 
Farmers Party in post World War II Hungary, 
he served his government for four years, first as 
Under Secretary of the Treasury, then as Minis- 
ter of Finance. He was sent to Moscow to nego- 
tiate settlement of a Soviet claim against the 
Hungarian government, an assignment which 
lasted seven months. During that time Dr. 
Nyaradi was frequently in contact with many 
high ranking officers of the Politburo and also 
knew members of the Secret Police. These ex- 
periences are the background for his interpreta- 
tion of plans, goals and methods of Soviet im- 
perialism and infiltration. 

Since coming to this country, Dr. Nyaradi has 
lectured widely; his messages have been heard 
over radio and television. He received a citation 
for his work on behalf of the Crusade for Free- 
dom and Radio Free Europe from Henry Ford 
II as Chairman of the American Heritage 
Foundation. 

Dr. Nyaradi has published articles in the 
Saturday Evening Post, Fortune, The Reporter, 
United Nations World and the Chicago Tribune. 
His book, “My Ringside Seat in Moscow” has 
been considered an outstanding antisubversive 
publication. 

His vital messages are given in clear, intelligi- 
ble, almost classical English. The Auxiliary is 
pleased to have Dr. Nyaradi as guest speaker at 
its luncheon on Wednesday, May 22. 


< > 


State-wide scientific program on 
diseases of the heart 

A discussion of pathogensis and current trends 
in therapy for hypertension, rheumatic fever, 
coronary heart disease, congestive heart failure, 
and heart disease amenable to surgery will be 
presented jointly by The Chicago Heart and 
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the Illinois Heart Associations on Friday, March 
22, 1957. 

The program starts at 2:00 p.m. and the 
dinner at 6:30 p.m. For dinner reservations call 
or write the Chicago Heart Association, 69 W. 
Washington St., Chicago or phone FInancial 
6-4675, or the Illinois Heart Association, 715 
S. Sixth St., Springfield, or phone 8-4361. 


4 > 


Clinics for crippled children 
listed for April 

Twenty four clinics for Illinois’ physically 
handicapped children have been scheduled for 
April by the University of Illinois, Division of 
Services for Crippled Children. The Division 
will count 17 general clinics providing diagnostic 
orthopedic, pediatric, speech and hearing ex- 
amination along with medical social and nursing 
service. There will be 3 special clinics for chil- 
dren with cardiac conditions, 2 for children with 
rheumatic fever, and 2 for cerebral palsied chil- 
dren. 

Clinics are held by the Division in co-operation 
with local medical and health organizations, both 
public and private. Clinicians are selected among 
private physicians who are certified Board mem- 
bers. Any private physician may refer to or bring 
to a convenient clinic any child or children for 
whom he may want examination or consultative 
services. 

The April clinics are: 

April 2 - Quincy, Blessing Hospital 

April 3 - Alton (Rheumatic Fever), Memo- 
rial Hospital 


April 3 - Hinsdale, Hinsdale Sanitarium 

April 4 - Flora, Clay County Hospital 

April 9 - East St. Louis, Christian Welfare 
Hospital 

April 9 - Peoria, Children’s Hospital (St. 
Francis) 

April 11 - Cairo, Public Health Building 

April 11 - Springfield, St. John’s Hospital 


April 11 - Watseka, American Legion Hall 

April 12 - Chicago Heights (Cardiac), St. 
James Hospital 

April 16 - Danville, Lake View Hospital 


April 17 - Chicago Heights General, St. 
James Hospital 
April 17 - Elmhurst (Cardiac), Memorial 
Hospital of DuPage Co. 
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Memorial 


April 18 - Rockford, Rockford 
Hospital — 

April 19 - Evanston, St. Francis Hospital 

April 23 - Belleville, St. Elizabeth’s Hospital 

April 23 - Peoria, Children’s Hospital (St. 
Francis) 

April 24 - Elgin, Sherman Hospital 

April 24 - Springfield (Cerebral Palsy), 
Memorial Hospital 

April 25 - Bloomington a.m. (General), St. 
Joseph’s Hospital p.m. (Cerebral Palsy) 

April 25 - Mt. Vernon, Masonic Temple 

April 26 - Chicago Heights (Cardiac), St. 
James Hospital 

April 30 - Effingham 
St. Anthony Hospital 


< > 


(Rheumatic Fever), 


Refresher courses ! 

The following short refresher courses will be 
given at The Children’s Hospital of Philadel- 
phia in May and June 1957. 


1, PEDIATRIC ADVANCES FOR ‘PEDIA- 
TRICIANS AND GENERAL PRACTI- 
TIONERS. May 27 through May 31, 1957. 
Conducted by the Staff of the Children’s Hos- 
pital of Philadelphia, in collaboration with 
the Department of Pediatrics of the Univer- 
sity of Pennsylvania and the Staff of 
the Camden Municipal Hospital. Tuition— 
$110.00 


2. PRACTICAL PEDIATRIC HEMATOLO- 
GY. June 3, 4 and 5. Conducted by Irving J. 
Wolman, M.D. and other members of the 
Hematology Department of the Children’s 
Hospital, under the auspices of the Graduate 
School of Medicine, University of Pennsyl- 
vania. Tuition—$75.00 


3. BLOOD GROUP INCOMPATIBILITIES 
AND ERYTHROBLASTOSIS FETALIS. 
June 6 and 7. Conducted by Neva Abelson, 
M.D. and Thomas R. Boggs, Jr., M.D. of 
the Philadelphia Serum Exchange of the 
Children’s Hospital of Philadelphia, under 
the auspices of the Graduate School of Medi- 
cine, University of Pennsylvania. Tuition— 
$50.00 
Inquiries should be addressed to Irving J. 

Wolman, M.D., Children’s Hospital of Philadel- 

phia, 1740 Bainbridge Street, Philadelphia 46, 

Pa. 
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Tentative program for 


Secretaries’ Conference 
Leland Hotel, Springfield, March 24 


Chairman : Dr. Norris J. Heckel ...... 
Chicago 

Vice-Chairman: Dr. E. Newton Du Puy . 
Quincy 

Local Chairman: Dr. Jacob E. Reisch ....... 
Springfield 

Secretary : Dr. George C. Turner ...... 
Chicago 

9 :00-9 :25 Registration 

9 :30-9 :40 Opening of the Meeting and 

Welcome... . | Dr. Lester 8. 


9 40-10 :10 


10 :10-10 :40 


10 :40-11 :00 
11 :00-11 :40 


11 :40-12 :00 


Reavley, Sterling, President- 
Elect, Illinois State Medical 
Society. 

“Automobile Safety: A Prob- 
lem”... Mr. Charles A. Car- 
pentier, Springfield, Secretary 
of State. 

“The Medicare Program and 
the Hospitalization of Veter- 
ans with Non-Service Con- 
nected Disabilities”, from the 
American Medical  Associa- 
tion’s Standpoint . . . Dr. 
Edwin §S. Hamilton, Kan- 
kakee, Trustee of The Ameri- 
can Medical Association. 
“Medicare” — From the point 
of view of the Fiscal Adminis- 
trator . . . Dr. Frederick W. 
Slobe, Chicago, Medical Di- 
rector, Blue Cross Plan 
Coffee 

“Civil Defense” .. . 

Dr. Charles L. Maxwell, Chi- 
cago, Deputy Director of 
Health, Illinois Department 
of Civil Defense. 

“What the Secretary Should 
Know About Civil Defense” 
Dr. Earl H. Blair, Chicago, 
Chairman — Civil Defense 
Committee, Illinois State 
Medical Society 

“Pending Legislation” — Mr. 
Walter I. Oblinger, Spring- 
field, Associate Counsel, Illi- 
nois State Medical Society 
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12 :00-12 :20 
12 :20-1:50 


Social Hour 

Luncheon Address .. . 

“Medicine: A Look at the 

Past and to the Future” Dr. 

Austin Smith, Chicago, Edi- 

tor, Journal of American 

Medical Association 

Those attending the Confer- 

ence, and their wives will be 

guests of the Illinois State 

Medical Society for luncheon. 

Panel Discussion 

Moderator: Dr. Harold M. 

Camp, Monmouth, Secretary, 

Illinois State Medical Society. 

1. Indoctrination of New 
Members . . . Dr. James 
Rutledge, Pittsfield 

2. Planning Programs to In- 
terest the Apathic Member 
— Dr. Fred A. Tworoger, 
Chicago 

3. Pepping Up the County 
Society Bulletin . . Dr. 
Hilliard Shair, Quincy 

4. Society Committee Ac- 
tivities — Dr. Joseph T. 
O'Neill, Ottawa 

5. Public Relations... Dr. H. 
Kenneth Scatliff, Chicago 

6. What the Secretary Can 
Do to Increase Attendance 
at the State Medical So- 
ciety Meetings — Dr. 
Jacob E, Reisch, Spring- 
field 

%. What’s Your Question? 

4:00 Election of Officers Secre- 

taries Conference 


< > 


National Industrial Health 


Conference 

The Twelfth National Industrial Health Con- 
ference will be held at Kiel Auditorium, St. 
Louis, Missouri, April 20-26, 1957. 

Some 200 of the country’s leading specialists 
and experts in the complexities and technical- 
ities of preventive medicine and hygiene in in- 
dustry will present the latest findings and de- 
velopments in this field. 

The formal sessions — more than 40 in num- 


2:00-4:00 
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ber — include symposiums and panel discussions 
on subjects of timely interest; special meetings 
of the various groups; and conferences of spe- 
cial committees. In addition, there will be meet- 
ings of company physicians — steel, oil, electric, 
auto — starting with the all-day conference of 
General Motors physicians on Monday, April 22. 

The conference provides an unexcelled oppor- 
tunity for postgraduate study of new ways to 
improve and preserve the health of the American 
worker. The complete program may be obtained 
by writing E. C. Holmblad, M.D., Managing Di- 
rector, Industrial Medical Association, 28 East 
Jackson Boulevard, Chicago 4, Ill. 


< > 


American Congress of Physical 
Medicine and Rehabilitation 

The next meeting of the Midwestern Section 
of the American Congress of Physical Medicine 
and Rehabilitation will be held in Rochester, 
Minnesota at the Mayo Clinic, on May 3 and 4. 
There will be a Scientific Session as well as tours 
of the various facilities in the Mayo Clinic. 

Those interested in attending are urged to 
write to Dr. Gordon M. Martin, Section of Phys- 
ical Medicine and Rehabilitation, Mayo Clinic, 
Rochester, Minnesota. Plezse let him know if 
you will need hotel or motel reservation. 


< > 
The Illinois Society of 
Anesthesiologists 


Knickerbocker Hotel, Chicago 
Saturday, March 23, 1957 

5:30 p.m.—Social Gathering, Foyer, oof 
Garden Floor 

6:30 p.m.—Dinner, Oceanic Room 

8:00 p.m.—Scientifie Program, Towne Room 

Panel Symposium on “The Anesthesiology Resi- 
dent Program.” 

Moderator: William O. McQuiston, M.D., At- 
tending Anesthesiologist, Childrens Memorial 
Hospital, Chicago; and Consulting Anesthesi- 
ologist, St. Francis Hospital, Peoria. 

Panel Members: Ralph M. Tovell, M.D. Chair- 

man, Department of Anesthesiology, Hartford 

Hospital, Hartford, Conn.; Consultant to the 

Central Office, Veterans Administration, 

Washington, D. C.; and to the Office of the 

Secretary of Defense?’ 

Ivan B. Taylor, M.D., Professor of Clinical 


151 








Anesthesiology, Wayne State University, Col- 
lege of Medicine and Attending Anesthesiolo- 
gist, Harper Hospital, Detroit, Michigan. 

Lawrence D. Rutile, M.D., Attending An- 
esthesiologist, St. Joseph’s Hospital and 
Silver Cross Hospital, Joliet, Ill. 

Clifford A. Baldwin Jr., M.D., Chairman, 
Department of Anesthesiology, Evanston Hos- 
pital and Associate in Surgery (Anesthesi- 
ology), Northwestern University Medical 
School, Chicago. 

Audience participation in question and answer 
period to follow. 

Physicians are cordially invited to attend. (Din- 
ner reservations must be made before March 
15 with H. Livingstone, M.D., 5805 Dor- 
chester Avenue, Chicago). 


< > 


Bahamas Medical Conference 

At the last monthly meeting of the Bahamas 
Branch of the British Medical Association in 
Nassau on January 3rd, the holding of another 
Bahamas Medical Conference during the week 
after Easter, April 23rd to 30th, 1957, was 
approved. 

This next Conference will be held at the 
British Colonial Hotel and the Princess Marga- 
ret Hospital in Nassau. On weekdays, lectures 
will be given from 9.30 to 11.00 a.m. and 5.30 
to 7.00 p.m. There also will be two evening lec- 
tures, two meetings at the hospital, and two 
evening social gatherings. I shall be happy to 
send you the full program in due course, if you 
will kindly write to me. 

The British Colonial Hotel has offered spe- 
cial rates for the participants of this Conference 
and their wives: 

Modified American Plan: Two persons in one 
room, $30.00 for room, breakfast and dinner, 
per day, for two; One person in one room, $20.00 
for room, breakfast and dinner, per day, for one. 

Hotel reservations should be made as early as 
possible by writing (airmail ten cents postage 
from the United States or Canada) directly to 
Mr. Robert K. Holiday, Reservations Manager, 
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British Colonial Hotel, Nassau, Bahamas, and 
by sending at the same time the registration fee 
of $75.00. 

The usual official certificate of attendance for 
U.S. income tax purposes will be issued to the 
participants in the Conference. 

There will be ample time for recreational ac- 
tivities. The average temperature in Nassau in 
April is around 70 degrees. There are no tropical 
illnesses on the island. Inoculations are not re- 
quired. Americans do not need passports but 
only evidence of citizenship. There are direct 
non-stop flights to Nassau from New York and 
from Miami on Pan American Airways and on 
British Overseas Airways. From Canada there 
are direct flights on Trans-Canada Airlines. 

It is hoped that a large number of doctors and 
their families will be able to enjoy a short vaca- 
tion combined with an interesting medical pro- 
gram. 

Dr. B. L. Frank, Organizing Physician 
< > 


Venereal disease P.G. conference 

The 26th Venereal Disease Postgraduate 
Conference for physicians sponsored by the 
University of Tennessee College of Medicine, the 
Public Health Service, and the Tennessee State 
Department of Health will be held at the Col- 
lege of Medicine in Memphis, April 18-20, 1957 
inclusive. The course is designed to acquaint the 
practitioner and health officer with the latest 
developments in the diagnosis, treatment, and 
management of venereal diseases. No tuition 
will be charged. Members of the American 
Academy of General Practice will be granted 20 
units of Category I credit toward the postgrad- 
uate educational requirements of the A.C.G.P. 
for full attendance at this course. Applications 
for admission are to be sent to Dr. Henry 
Packer, Department of Preventive Medicine, 
College of Medicine, University of Tennessee, 
Memphis 3, Tennessee. 

The instructional staff for the course will be 
drawn from university facilities, Public Health 
Service personnel, and other outstanding au- 
thorities in the field. 


>>> 
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A NEW series of research microscopes with 

push-button illumination for faster and 
easier specimen analysis was announced recently 
by Bausch & Lomb Optical Company. The new 
illumination system is an achromatic variable 
focus condenser, which contains unusually large 
lenses. Other important developments are eye- 
pieces fitted with rubber inserts to protect the 
user’s glasses; a control location that enables 
the operator to make adjustments without rais- 
ing his hand from the table; concentric coarse 
and fine focusing knobs for the substage; and a 


graduated pupillary distance scale on the binoc- 


ular eyepiece. 


The Chemstrand Corporation announced re- 
cently that their new, nylon, Y-shaped artery 
to replace the aorta at the bifurcation has been 
used successfully on more than 200 patients. 
This nylon graft was used to replace localized 
obstructions in the aorta and is said to compete 
favorably with human arterial grafts. The prob- 
blem with many previously man made replace- 
ment arteries was their tendency to kink with 
body movements, thus interfering with the flow 
of blood. The Chemstrand graft is a crimped, 
braided, nylon tube that bends 180 degrees with- 
out kinking. 


The winter edition of Your Radiologist car- 
ried the following paragraph: “The doldrums, 
a virus sometimes contacted by doctors at scien- 
tific meetings from hearing too many long- 
winded speakers read medical articles, may be 
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prevented or cured by using a prescription of- 
fered by Dr. Robert P. Barden of Philadelphia. 
‘Finish the paper before the time allotted to it’ 
is the first ingredient of the prescription. ‘Never 
say all you know and retire from the podium 
while your listeners are hoping for more,’ the 
prescription adds. As with many prescriptions, 
this one probably will be ignored by those who 
need it most, say some of the virus sufferers.” 


The question and answer department of the 
British Medical Journal came up with an odd 
industrial hazard. The question: A man was 
offered a job in a laboratory that prepared ovari- 
an extracts. Apparently, during the process of 
grinding the dried ovaries, the atmosphere be- 
comes laden with ovarian dust. Is this dust like- 
ly to affect his health? The physician who an- 
swered the query found the situation unique. 
He doubted that the estrogen content of the 
dust was great enough to have a specific effect. 
On the other hand, he believes there is a possi- 
bility of an allergic reaction and suggested that 
the dust be controlled through proper ventilat- 
ing equipment. 


The population of the United States increased 
2914 million since World War II. Every geo- 
graphical area shared in this growth but the 
far west showed the highest rate of increase. 
California gained 3.1 million inhabitants; its 
total population is 13.7 million, which is ex- 
ceeded only by New York State. Nevada, Ari- 
zona, and Florida also experienced rapid popu- 
lation growths. 
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Pfizer combined Atarax with prednisolone and 
found it enabled 12 out of 21 arthritics to re- 
duce their maintenance dose of the steroid. 


A group of Dutch investigators at the Uni- 
versity of Leyden confirmed the efficacy of Fur- 
adantin in the management of urinary tract in- 
fections. According to a news release, the in- 
vestigators produced sterile urine in 76 per cent 
of 89 patients with urinary tract infection. The 
compound was effective in about 70 per cent of 
28 patients who had not responded previously 
to antibiotics or the sulfonamides. “The drug 
was of special usefulness in general practice,” 


The legal abortion 

‘The Praesidium of the Supreme Soviet, in its 
session of Nov. 23, 1955, passed a decree entitled 
“The Repeal of the Prohibition of Abortions.” 
In the commentary preceding the text it noted 
that the measures enacted by the Soviet state to 
encourage motherhood and protect infancy, as 
well as the uninterrupted growth of the con- 
sciousness and culture of women who participate 
in all areas of economic, cultural, and social life, 
permits “at the present time the lifting of the 
prohibition on abortions in the legal sense; the 
prevention of abortions may be secured through 
a further broadening of state measures to en- 
courage motherhood and measures of an educa- 
tional and explanatory nature.” 'The decree then 
hints at the real reason for the change: “The 
repeal of the prohibition on abortions will per- 
mit the limitation of the harm caused to the 
health of women by abortions carried out outside 
hospitals.” Thus, the Praesidium of the Supreme 
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according to the release, “because its consistent- 
ly wide antibacterial spectrum did away with 
the need for routine bacterial sensitivity tests.” 


Forty quarts of Albumisol, rushed by the Civil 
Air Patrol to New Haven, Conn., where a dis- 
astrous fire occurred, were credited with saving 
many lives. This blood volume restoring agent 
is a 5 per cent concentration of normal serum 
albumin. According to Merck Sharp & Dohme, 
the product increases blood volume and will 
carry cases of shock through the first 12 hours 
if necessary. 


>>> 


Soviet, “in order to give women the possibility of 
deciding by themselves the question of mother- 
hood. . . .has decided to repeal the previous law 
on abortions.” Mark G. Field. The Re-Leqgaliza- 
tion of Abortion in Soviet Russia. New England 
J. Med. Aug. 30, 1956. 

a . 


Are you covered? 

It was recently brought out in testimony be- 
fore a Congressional subcommittee of the Senate 
Committee on Labor, that 12,500,000 workers 
were covered by private pension systems; 28,- 
762,000 workers were covered by group life in- 
surance plans; and there were 62,241,000 work- 
ers or dependents under hospitalization plans at 
the end of 1954, At the same time there were 
800,000 retired workers drawing benefits from 
private firms and, with their wives, this total 
was 1,200,000 persons. Beverly C. Smith, M.D. 
Indigency Among Doctors. New York J. Med. 
Oct. 1, 1956, 
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NEWS of the STATE 


ADAMS 


Staff Election—Newly elected officers of St. 
Mary’s Hospital staff include Dr. Aldo German, 
president; Dr. Kent Barber, vice-president; and 
Leroy M. Wolfe, D.D.S., sceretary-treasurer. 

New Physicians.—Dr. K. George Tietz started 
to practice pediatrics in the Broadway Bank Build- 
ing, Quincy, January 1. He graduated in Germany, 
coming to the United States in 1951. His training 
since that time has been at Municipal Hospital in 
Tampa, Florida, and the Tampa County Hospital. 
He also has served a rotating internship at the 
Rockford Memorial Hospital in Rockford and a 
two-year residency in pediatrics at the Research and 
Educational Hospitals, Chicago. 

Dr. Manfred Kydan has joined the staff of the 
new Mental Health Clinic as medical director, Dr. 
Kydan, who also graduated in Germany, came to 
the United States in 1939 and became a citizen in 
1945. He served his internship at St. Mary’s Hos- 
pital in Quincy and general residencies at the Mo- 
line Public Hospital and the Highland Baptist 
Hospital, Birmingham, Ala. He has also served at 
the East Gardner State Hospital in Gardner, Mass., 
and at the East Moline State Hospital in Illinois. 


COOK 


University News.—Dr. John A. D. Cooper, as- 
sistant dean at Northwestern University Medical 
School, has been appointed to serve on the Atomic 
Energy Commission advisory committee on isotope 
distribution—Dr. Milton Miller has been ap- 
pointed clinical assistant in medicine at Chicago 
Medical School. 

The Herrick Lecture—Dr. C. Walton Lillehei, 
professor of surgery, University of Minnesota Medi- 
cal School, Minneapolis, presented the second 
James B. Herrick Memorial Lecture, February 12, 
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under auspices of the Chicago Heart Association. 
The title of his lecture was “Recent Advances in 
Heart Surgery By Use Of Open Cardiotomy.” 

Lectures on History of Surgery.—In a series of 
lectures on the history of surgery, the Interna- 
tional College of Surgeons recently presented the 
following: Dr. Guy Kasten Tallmadge, professor of 
history of medicine, Marquette University School 
of Medicine, “Early French Surgery;” Eugene M. 
K. Geiling, Frank B. Hixon Distinguished Service 
Professor Emeritus, department of pharmacology, 
University of Chicago, “Antisepsis and Asepsis”, 
and Lloyd G. Stevenson, professor of the history 
of medicine, McGill University Faculty of Medi- 
cine, Montreal, “British Anatomists and Surgeons.” 

Ninety-One Years Young.—Dr. Vida A. Latham 
observed her ninety-first birthday, February 4. Dr. 
Latham, who was born in Lancashire, England, 
graduated at Northwestern University Medical 
School. She has been practicing sixty-eight years. 
The Loop Zonta gave a dinner in her honor to 
celebrate her birthday. She is said to have many 
hobbies, being an accomplished organist and piano 
player. Her current hobby, according to the Chi- 
cago Tribune, is film cutting. 

Scholarship Named for Dr. Stack.—A full-tuition, 
four-year scholarship has been established at North- 
western University Medical School in honor of Dr. 
James K. Stack, associate professor of orthopedic 
surgery at the school. Established by Dr. and Mrs. 
John William Howser, Oak Park, the scholarship 
is to be awarded to an incoming freshman medical 
student selected by the school’s scholarship com- 
mittee. At the end of each four years, a new stu- 
dent will be selected. Dr. Howser graduated at 
Northwestern in 1937. 

Resident Fellowship in Dermatology.—The Toni 
division of the Gillette Company, Chicago, has 
established a resident fellowship at Northwestern 
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University Medical School which will be known as 
the Gillette-Toni fellowship in dermatology. The 
fellowship carries an award of $2,000 a year for an 
unmarried student and $2,500 for a married student. 
An additional fund of $1,500 will be provided for the 
expense of training the resident. The first recipient 
will be named sometime next year by Dr. Herbert 
Rattner, chairman of the department. 

Faculty Appointments—The Chicago Medical 
School announced the following appointments to its 
faculty: Drs. Morris Binder, clinical assistant in 
medicine; William R. Clarke, assistant in medicine; 
Nathan A. Cohen, assistant in pathology; Donald 
R. Frankel, clinical instructor in medicine; Ben 
Gelfand, clinical assistant in gynecology and ob- 
stetrics; Harold D. Omens, clinical instructor in 
dermatology, and Rochus Stiller, instructor in psy- 
chiatry. 

New Obstetrical Department.—The opening of a 
new obstetrical department at Louis A. Weiss Me- 
morial Hospital was to have taken place on March 
15. The new addition, constructed at a cost of 
$350,000, will house two labor rooms each con- 
taining two beds, a formula room and two delivery 
rooms, the addition will have facilities for twenty- 
one beds, and some twenty-one to twenty-five 
bassinets. 

Dr. van Elk Heads new Cardiovascular Labora- 
tory—Dr. Jack van Elk has been named chief of 
the newly equipped cardiovascular laboratory for 
the study of congenital and acquired heart disease 
at Mercy Hospital. The laboratory is administered 
by the Stritch School of Medicine of Loyola Uni- 
versity. Dr. van Elk, who studied medicine at the 
University of Utrecht, became interested in cardi- 
ology while preparing for medical admission ex- 
aminations in New York. At the University of 
Colorado School of Medicine, where he was located 
prior to coming to Chicago, Dr. van Elk was in 
charge of the institution’s cardiovascular labora- 
tory. 

New Officers of Institute of Medicine.—Dr. Eric 
Oldberg was elected president of the Institute of 
Medicine of Chicago at a recent annual meeting. 
Other officers chosen were: Drs. H. P. Saunders, 
vice-president; George H. Coleman, secretary; E. 
Lee Strohl, treasurer, and Henry T. Ricketts, chair- 
man of the Board of Governors. Drs. Warren H. 
Cole, Ernest G. McEwen and Walter H. Theobald 
were elected to serve as members of the Board of 
Governors for terms of five years each. 

Personal.—Dr. Francis J. Haddy of the U. S. 
Army Medical corps at Fort Knox, Kentucky, has 
been appointed to a full time research position at 
the North Side Veterans Administration Research 
hospital, newspapers reported January 23. Dr. 
Haddy is one of nine clinical investigators named 
by the VA in a new program intended to produce 
more and better research on medical problems. 
Each of the new clinical investigators will spend 
at least three-fourths of his time in research, under 
an outstanding representative in his special field. 
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The fields include neurology and psychiatry, heart 
and blood vessels, cancer, degenerative diseases, 
and problems of aging—Dr. John Mart, associate 
professor of medicine, Northwestern University 
Medical School, addressed the Fort Myers Beach 
(Fla.,) Rotary Club recently on “Common Miscon- 
ceptions Regarding the Heart and the Attack.” 

Hospital News.—Dr. Charles F. Hubner, Brook- 
field, was elected president of the medical staff at 
MacNeal Memorial Hospital, Berwyn, recently. Dr. 
Victor P. Slepikas, Brookfield, was elected vice- 
president and Dr. R. Mrazek, Riverside, secretary. 
MacNeal Hospital has just completed its 25th year 
of operation as a non-profit institution managed by 
the Berwyn Hospital Association. Francis J. Mc- 
Carthy, administrator of MacNeal, hailed the hos- 
pital’s growth in a recent report to the Board of 
Directors. In 1956, he said, the hospital reached an 
all-time high in the number of patients admitted, 
number of births and the number of patient days 
spent in the hospital—Dr. Leonard M. Wagner, 
Niles, was recently elected president of the medical 
staff of Alexian Brothers Hospital where he is at- 
tending physician in the department of urology. 
Dr. W. W. Patrick, Chicago, was named vice- 
president and Dr. Cornelius Colangelo, secretary- 
treasurer. 

Course on Neuromuscular Diseases of Children.— 
The Cook County Graduate School of Medicine will 
conduct an intensive course in neuromuscular dis- 
eases of children with special emphasis on cerebral 
palsy, July 8-19, under the direction of Dr. Meyer 
A. Perlstein. The course is designed for pediatri- 
cians, orthopedists, neurologists, psychiatrists and 
physiatrists interested in the care and treatment 
of children with neuromuscular handicaps. Em- 
phasis will be placed on the practical clinical as- 
pects of treatment and rehabilitation procedures. 
The course will include itinerant clinics to round 
out the program in most of its practical aspects. 
The fee for the course, which is $250, will include 
the cost of luncheons during the two-week period, 
as well as the expense of travel, meals and accommo- 
dations during the trip to the field clinic. For 
further information, write to John W. Neal, Regis- 
trar, Cook County Graduate School of Medicine, 
707 South Wood Street, Chicago, III. 

Cardiovascular Diagnostic Methods—The Chi- 
cago Heart Association will present a symposium 
on cardiovascular diagnostic methods in the Walton 
Room of the Drake Hotel, April 23, with Dr. Aldo 
Luisada, director of the division of cardiology, 
Chicago Medical School, acting as moderator. Par- 
ticipants will be Drs. John Nickerson, professor 
and chairman, department of pharmacology at the 
school, on “Ballistocardiography”; Klara Prec, as- 
sistant professor of medicine, University of Chi- 
cago School of Medicine, on “Dye Dilution Tech- 
niques”; A. A. Luisada, director and C. K. Liu, re- 
search associate division of cardiology department 
of medicine, Chicago Medical School, on “Electro- 
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kymography of the Left Atrial Pressure Patterns”, 
and John F. Perkins, associate professor of physi- 
ology, University of Chicago School of Medicine, 
on “Rapid Evaluation of Pulmonary Function”. 
Discussants will be Drs. Richard Jones, assistant 
professor of medicine, University of Chicago School 
of Medicine; Harry Bliss, assistant professor of 
medicine, University of Chicago School of Medi- 
cine; Paul Kezdi, director, Heart Station, Wesley 
Memorial Hospital, and William Barclay, associate 
professor of medicine, University of Chicago School 
of Medicine. 


Eugene Geiling Retires—Dr. Eugene M. K. 
Geiling has retired as chairman of the department 
of pharmacology of the University of Chicago 
School of Medicine. Aged 65, Dr. Geiling, has been 
a Frank P. Hixon Distinguished Service Professor 
since 1941 and professor and chairman of pharma- 
cology since 1936. 

Dr. Lloyd J. Roth, who has been a member of the 
department of pharmacology since 1952, will suc- 
ceed Dr. Geiling. He is best known for his work on 
synthesis of radioactive drugs and their action. 

Dr. Geiling, who retired with the rank of pro- 
fessor emeritus, will follow his long-cherished am- 
bition of writing the biography of his famed teacher, 
Dr. John Jacob Abel, often called the father of 
modern experimental pharmacology in the United 
States. According to a news release from the Uni- 
versity of Chicago, Dr. Geiling was part of the 
group who, under Dr. Abel at Johns Hopkins Uni- 
versity Medical School, crystallized insulin in 1925 
and paved the way for fundamental studies and a 
crystalline standard of the drug. 

Like Dr. Geiling, Dr. Roth holds both a Ph.D. 
and an M.D. The former he received at Columbia 
University and the latter at the University of Chi- 
cago. 


The Growth of Medicine—The third annual 
series of lectures on the growth of medicine spon- 
sored by Northwestern University Medical School, 
opened January 8 with a talk by Barry J. Anson, 
Ph.D., professor of anatomy at the medical school, 
on “The Debt of Medicine to Ancient Greece and 
Rome.” Others in the series are: Frederick Stenn, 
M.D., associate professor of medicine at the school, 
on “The Symbol of Medicine”; Raymond W. Mc- 
Nealy, M.D., associate professor of surgery emeri- 
tus at the school, on “The Influence of the Cook 
County Hospital on Medical Education in the 
United States”; Benjamin Boshes, M.D., professor 
of neurology and psychiatry at the school, on “The 
Development of Our Knowledge of Psychiatry”; 
Elza Veith, Ph.D., assistant professor of the history 
of medicine, University of Chicago School of Medi- 
cine, on “Medical Ethics Through the Ages”; 
Lester Dragstedt, M.D., chairman of the depart- 
ment of surgery at the school, on “Siamese Twins”; 
William B. Wartman, M.D., professor of pathology 
at Northwestern on “The Growth of Our Knowl- 
edge of Tumors”; Samuel J. Zakon, M.D., associate 
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professor of dermatology at the school, on “Religio 
Medici”; Leslie B. Arey, Ph.D., professor of an- 
atomy emeritus at the school, on “Medicine Ex- 
tends Its Eyes” and Lewis J. Pollock, M.D., pro- 
fessor of neurology and psychiatry, emeritus, at the 
school, on “The Development of Our Knowledge of 
Neurology”. 


DU PAGE 

Personal—Dr. Arthur Rikli, Elmhurst, was re- 
cently named to the Board of Governors of the 
Chicago Heart Association—Dr. Valdo Oleari, 
who is associated with the Gieser Eye Clinic in 
Wheaton, left on January 23 for five weeks in 
Nigeria, West Africa, where he was going to serve 
on the board of the Kano Eye Clinic. According to 
the Elmhurst Press, while Dr. Oleari is in West 
Africa, Dr. Douglas Hursh, who founded the Kano 
Eye clinic in 1944, will be spending his two year 
furlough in the Wheaton clinic. Dr. Kenneth Gieser 
Dr. Oleari and Dr. Hursh have worked out a rota- 
tion system whereby they can donate their services 
to clinics in foreign lands with no cost to the mis- 
sion boards. Dr. Gieser has, in the last few years, 
served on hospital staffs in China, Africa and Paki- 
stan. Dr. Hursh graduated at the University of 
Minnesota School of Medicine, completing his in- 
ternship at Presbyterian Hospital in Chicago. He 
has been chief surgeon and administrator of the 
Kano: Eye Hospital in Niegeria since he founded it 
in 1944, 


GALLATIN 

John Doyle Honored.—Dr. John E. Doyle, Ridg- 
way, was one of five physicians recently honored 
as Silver Anniversary All-Americans named by 
Sports Illustrated. This was the publication’s first 
such silver anniversary award and the five physi- 
cians, four of them surgeons, were among a list 
of eighty candidates submitted by U. S. colleges 
and universities. 


LOGAN 

Society News.—Dr. Raymond Eveloff, Springfield 
pediatrician, addressed the Logan County Medical 
Society, January 17, at the Hotel Lincoln on “Res- 
piratory Infection In Children.” 


MCDONOUGH 

Society News.—The film entitled “Grand Rounds 
on Debatable Tumors”, developed by the Upjohn 
Company, was a feature of the January 25 meeting 
of the McDonough County Medical Society at the 
Lamoine Hotel, Macomb. 


PEORIA 

New Superintendent of Peoria State Hospital.— 
Dr. Ernest Klein has been officially appointed su- 
perintendent of the Peoria State Hospital. The ap- 
pointment was made by Governor William G, Strat- 
ton, effective February 1. A graduate of the Uni- 
versity of Illinois College of Medicine, Dr. Klein 
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has been continuously in state service since July 1, 
1937, with the exception of a military leave of ab- 
sence from November 10, 1942 to July 8, 1946. He 
has been assistant hospital superintendent at Elgin 
State Hospital since December 6, 1953. Dr. Klein 
succeeds Dr. Daniel A. Manelli who is being ap- 
pointed assistant superintendent of Elgin State 
Hospital, where he will embark on a special train- 
ing program. Dr. Manelli has -also been in state 
service since 1937. 


LOGAN 

Collection of Osleriana—The reading of “The 
Life of Sir William Osler’, Harvey Cushing’s Pu- 
litzer Prize winner, while enroute home from the 
ETO, launched the avid interest of Dr. Donald M. 
Barringer, Lincoln, in everything pertaining to 
Osler, an interest that has resulted in a unique col- 
lection housed in his office. 

While Dr. Barringer terms his collection “a very 
modest one when one considers the tremendous 
amount of material Osler published during his life- 
time,” persons who have viewed it consider it out- 
standing. Included are ten of the sixteen editions 
of Osler’s Principles and Practice off Medicine. 
Many of them are priceless to Dr. Barringer, since 
they are gifts from older colleagues who knew of 
his interest in Osler. “The most priceless”, he says, 
is the one belonging to my own father, “One day”, 
he said, “I thought I had come across a first edition, 
but upon turning to the flyleaf I found the telltale 
mispelling of Gorgias to be absent indicating that, 
although the book was a first edition, it was a sec- 
or third imprinting.” 

Dr. Barringer’s collection includes a copy of “An 
Alabama Student,” an anthology of Osler’s essays. 
This contains the inscription “To Maggie from a 
friend, W. O.” The writing has been verified as that 
of Osler both by Dr. W. W. Francis, librarian of 
the Osler Library at McGill University Faculty of 
Medicine, Montreal, and Dr. Archibald Malloch. 
Dr. Francis is also a nephew of Sir William. The 
identity of Maggie remains unknown. 

The collection, which includes twenty volumes 
and some twenty-five reprints of Osler’s original 
scientific articles, is preponderantly made up of 
articles and books about Osler. In speaking of this, 
Dr. Barringer stated that “it is not so much the 
possession of these items as the friendships and 
acquaintances I formed in locating them that I 
treasure. Some of the pleasantest moments of my 
life have been those spent in conversation with 
those who knew Sir William Osler intimately— 
people like Dr. Wilburt C. Davison, Dr. Henry 
Viets and Dr. Esther Rosencrantz.” 

The collection occupies the center of a built-in 
book case in Dr. Barringer’s office and is grouped 
around a plaster head of Sir William done by Doris 
Appel. 

F. Garm Norbury, M.D., Jacksonville, former 
President of the Illinois State Medical Society, in 
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describing the array, said it was “one of the most 
unique and interesting he had ever seen.” 


SANGAMON 


Society News.—Dr. John C. Herweg, assistant 
dean, Washington University Medical School, St. 
Louis, addressed the February 7 meeting of the 
Sangamon County Medical Society at the Leland 
Hotel, Springfield, on “The Newer Antibiotics— 
Their Use and Abuse.” 

Memorial Meeting—The Sangamon County 
Medical Society held its Fourth Memorial Meeting, 
January 3, to pay respects to the life work of four 
members who died within the past several months. 
The physicians were: Drs. Elizabeth Ball, Harrison 
C. Blankmeyer, Frank Evans and Vincent V. 
Mullen. The Reverend Edward W. Ziegler, D.D., 
conducted the memorial services. 


VERMILION 


Personal—Dr. J. A. McSweeny was recently 
elected into probationary membership of the Ver- 
milion County Medical Society, a custom of the 
society. 


WINNEBAGO 

Personal—Dr. Edward B. Schnell was unani- 
mously elected to membership in the Winnebago 
County Medical Society recently. Dr. Schnell, a 
native of Rockford, graduated at Northwestern 
University Medical School in 1950. On completion 
of his internship at Cook County Hospital and after 
serving in the Armed Forces, he served a residency 
in surgery at Cook County. He is the son of Dr. 
B. C. Schnell, Sr., of Pecatonica, and the brother 
of Dr. B. C. Schnell, Jr., Rockford, with whom he 
shares offices in the Gas-Electric Building. He will 
limit his practice to general and chest surgery, ac- 
cording to the Bulletin of the Winnebago County 
Medical Society. 

Election of Officers.—Dr. C. B. McIntosh was 
recently chosen president of the Winnebago County 
Medical Society. Other officers are: Drs. William 
H. Palmer, vice-president; L. P. Johnson, secre- 
tary; J. N. Frederick, treasurer; and_a member of 
the Board of Directors for a three year term, 
William K. Ford. Dr. A. C. Meyer was named a 
delegate to the Illinois State Medical Society for 
a two year term and Dr. N. L. Sheehe, for a three 
year term. Dr. B. C. Schnell, Jr., was named to the 
Board of Censors, and Dr. N. O. Gunderson, Med- 
ical-Legal Advisor. 


GENERAL 

Calling St. Louis City Hospital Alumni.—Dr. 
Drennan Bailey, secretary of the St. Louis City 
Hospital ‘Alumni Association, has asked that men- 
tion be made of the annual Alumni Association 
dinner, April 24, at the Le Chateau Restaurant at 
10405 Clayton Road, St. Louis County, Mo. Persons 
interested should contact Dr. Bailey at the Missouri 
Theatre Building, St. Louis 3, Mo. 
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Summer Camp for Diabetic Children—The Chi- 
cago Diabetes Association will conduct its summer 
camp for diabetic children at Holiday Home, Lake 
Geneva, Wisconsin, July 14-August 4. In addition to 
the complete camp personnel, the Chicago Diabetes 
Association furnishes a staff of resident physicians 
and dietitians, trained in the care of diabetic chil- 
dren. Boys and girls, ages eight through fourteen 
years, are eligible. For further information regard- 
ing the fees, interested persons should be directed 
to write or phone the office of the Chicago Diabetes 
Association. Fees will be set on a sliding scale to 
meet individual circumstances. Physicians are urged 
to notify parentas of diabetic children and to enter 
the names of children who would like to attend 
camp. Applications may be obtained from, and in- 
quiries should be addressed to: The Chicago Di- 
abetes Association, 5 South Wabash Avenue, Chi- 
cago 3, Illinois, ANdover 3-1861. Limited capacity 
requires prompt application. 


GENERAL 

Lectures Arranged Through the Educational 
Committee of the Illinois State Medical Society: 

Julius E. Ginsberg, associate professor of derma- 
tology, Northwestern University Medical School, Chi- 
cago High School Council at Harper High School, 
March 7, on Care of the Skin in Adolescence. 

Maurice M. Hoeltgen, Chicago, South Shore 
Temple Forum, March 8, on Does Society Have a 
Responsibility for the Health of the Individual? 

Sanford A. Franzblau, clinical assistant professor 
of medicine, University of Illinois College of Medicine, 
Woman’s Auxiliary to the Chicago Medical Society, 
March 12, on Adding Life to Your Years. 

Ben L. Boynton, director of physical medicine 
and_ rehabilitation, Oak Forest Infirmary, Oak 
Forest, Electrical Section, Western Society of 
Engineers, March 26, on Electronics as Applied to 
Physical Medicine and Rehabilitation. 

Julius Aronow, attending pediatrician at Cook 
County Hospital, James Monroe Parent-Teacher 
Association, April 9, on Understanding the Adoles- 
cent. 

Melvin Krugly, clinical instructor in pediatrics, 
University of Illinois College of Medicine, Arthur 
E. Canty School Parent-Teacher Association, April 
10, on Health of the School Child. 

Howard §S. Traisman, clinical assistant in pedi- 
atrics, Northwestern University Medical School, 
McPherson School Parent Education Class, April 
16, on Your Child’s Health. 

Irving Mizell, associate on attending staff of pedi- 
atrics at Cook County Hospital, Edison Park School 
Parent-Teacher Association, April 23, on Problems 
of Paresithood. 

Lectures Arranged Through the Committee on 
Postgraduate Medical Education and _ Scientific 
Service: 

Lindon Seed, clinical associate professor of sur- 
gery, University of Illinois College of Medicine, and 
John A. Mart, associate in medicine, Northwestern 
University Medical School, Winnebago County 


for March, 1957 


Medical Society, February 12, in Rockford, on 
Tumors and Cysts of the Neck and Management of 
Coronary Disease, respectively. 

Louis C. Johnston, Jr., clinical assistant in medi- 
cine, University of Illinois College of Medicine, La 
Salle County Medical Society in La Salle, February 
21, on Heart Failure with Emphasis on Treatment. 

Bert I. Beverly, Oak Park, instructor in pedi- 
atrics, Northwestern University Medical School, 
Whiteside-Lee County Medical Societies in Sterling, 
February 21, on Common Pediatric Problems. 

Theodore J. Wachowski, clinical professor of ra- 
diology, University of Illinois College of Medicine, 
Champaign County Medical Society in Champaign, 
April 11, on Diagnostic X-Ray. 

Mr. Joseph Stetler, Director, Law Department, 
American Medical Association, and staff will present 
a “Mock Trial” before the Will County Medical 
Society in Joliet, April 11. 

Benjamin Blackman, clinical assistant in neurolo- 
gy and psychiatry, Northwestern University Medi- 
cal School, Stock Yards Branch to the Chicago 
Medical Society, April 19, on Treatment of the 
Climacteric by Drugs, Shock Treatment of Psycho- 
therapy. 

“Hemo the Magnificent” on television presents 
unusual pictures of blood—Some of the most unusual 
scenes ever shown on television were pictured in 
“Home the Magnificent,” the Bell System Science 
Series program telecast over the CBS network on 
Wednesday, March 20. The hour-long program told 
the story of blood and its circulation. 

One section of the film shows the actual flow of 
blood through the arteries, capillaries, and veins in 
motion pictures taken through a powerful microscope. 

Another sequence, in slow motion, shows the beating 
of a human heart. ° 

The complicated circulatory system is explained in a 
simple way by animated sequences that show the cir- 
culatory system as something like a public utility. 

The heart is the “power house” which constantly 
pumps a supply of blood to all parts of the body. The 
arteries, capillaries, and veins are the channels through 
which the blood flows to the body cells and back to the 
heart. The brain is the dispatching center. It governs 
both the rate of the heart in pumping the blood and 
the distribution of the blood to cells in the brain, 
muscles, and digestive system. 

The program also presents one theory to account 
for the composition of blood by tracing its evolution 
from sea water when animal life consisted only of 
one-celled animals. Another section of the program 
explains the effect of knockout and shock on the cir- 
culation of the blood. 

The film, in 16 mm. size, will be available for show- 
ing to county medical societies and other groups. Re- 
quests should be channeled through your local Bell 
Telephone Company office. 
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DEATHS 


Ernest Albert Anderson, Rock Island, who grad- 
uated at Western University Faculty of Medicine, 
London, Ontario, Canada, in 1905, died October 
14, aged 79. For many years he was medical director 
for Modern Woodmen of America. 

Hiram H. Bay*, Glenview, who graduated at the 
College of Physicians and Surgeons of Chicago, 
School of Medicine of the University of Illinois, 
in 1899, died February 1, aged 83. He had served 
as medical director for two insurance companies. 

Michael Francis Dorsey*, retired, Chicago, who 
graduated at Rush Medical College in 1900, died 
November 29, aged 85, of broncho-pneumonia. For 
many years he practiced medicine in Streator where 
he was on the staff of St. Mary’s Hospital. 

William V. Haskins*, LaSalle, who graduated at 
Northwestern University Medical School in 1928, 
died December 16 following an injury from a fall 
on December 10. He was 52. 

Sally Y. Howell*, Elgin, who graduated at the 
College of Physicians and Surgeons of- Chicago, 
School of Medicine of the University of Illinois, 
in 1899, died January 31, aged 86. 

Robert Wood Keeton*, Chicago, who graduated 
at Northwestern University Medical School in 1916, 
died January 22, aged 73. He was professor emer- 
itus of medicine at the University of Illinois College 
of Medicine; consulting physician at St. Luke’s 
and Henrotin Hospitals in Chicago, and St. Francis 
Hospital in Evanston; and consulting internist at 


the Illinois Central Hospital. He was chief examiner 
of the Chicago subsidiary board of the National 
Board of Medical Examiners and author of many 
articles on diabetes, nutrition and physiological re- 
search. 

Joseph M. Leonard*, Chicago, who graduated at 


Loyola University School of Medicine in 1925, 
died February 3, aged 59. He was a member of the 
staff of Mercy Hospital and medical director for 
the National Lead Company. 

Katherine Levy, Chicago, who graduated at 
Northwestern University Woman’s Medical School 
in 1899, died October 21, aged 95, of acute myo- 
cardial infarction. 

Samuel Clifford Lorton*; Shumway, who gradu- 


ated at Barnes Medical College, St. Louis, in 1906, 
died November 12, aged 77. 

Francis J. McCormick, Chicago, who graduated 
at Jenner Medical College in 1909, died in St. 
Anne’s Hospital, November 3, aged 80, of broncho- 
pneumonia, cerebral hemorrhage and arterioscler- 
otic heart disease. 

John A. Merideth*, Cobden, who graduated at 
Washington University of Medicine, St. Louis, in 
1927, died in September 1956, aged 55. 

C. F. Otto Miessler, retired, Crete, who gradu- 
ated at the Hahnemann Medical College and Hos- 
pital, Chicago, in 1880, died January 15, aged 98. 
He had practiced medicine in Crete for 73 years. 

Mary T. C. Brown Moore, Steger, who gradu- 
ated at the Hahnemann Medical College and Hos- 
pital, Chicago, in 1905, died January 24, aged 71. 
She was an honorary member of the staff of St. 
James Hospital in Chicago Heights. 

Irving E. Mossmann, Chicago, who graduated 
at Chicago College of Medicine and Surgery in 
1915, died February 5, aged 64. He was a member 
of the staffs of Michael Reese, Edgewater and 
American Hospitals. 

Isabella Painter Nair, retired, Chicago, who grad- 
uated at Chicago Homeopathic Medical College in 
1904, in Somerset County, New Jersey, died Jan- 
uary 26, aged 93. She practiced medicine in Rogers 
Park from 1926 to 1950. 

Lucille Hammel Snow*, Wilmette, who gradu- 
ated at the University of Illinois College of Medi- 
cine in 1928, died February 8, aged 58. She was a 
member of the staffs of Mercy, Women and Chil- 
dren’s and Illinois Masonic Hospitals of Chicago, 
and St. Francis Hospital, Evanston. 

John E. Walter*, retired, Marathon, Florida, 
formerly of Waukegan, who graduated at Bennett 
College, Chicago, in 1915, died January 9, aged 81. 
He was a life member of the staff of the Victory 
Memorial Hospital in Waukegan. 

Christian H. Zoller*, Litchfield, who graduated 
at St. Louis College of Physicians and Surgeons 
in 1903, died October 28, aged 79, of arteriosclerotic 
heart disease. He was president of the Montgomery 
County Board of Health and a member. of the In- 
dustrial Medical Association. 


*Indicates member of Illinois State Medical Society. 
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